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Up-to-Date 
Antitussive 


METHAJADE® spares your patients the needless vio- 
lence of exhausting, “‘unproductive’’ cough—with- 
out depriving them of the benefits of normal 
expectoration. 

Because it contains methadone, the synthetic anal- 
gesic-antitussive, METHAJADE is capable of suppress- 
ing the irritability of the cough reflex without block- 
ing it entirely. 

Because it contains potassium citrate and diluted 
phosphoric acid, METHAJADE promotes the liquefac- 
tion and loosening of mucus, facilitating the expul- 
sion of bronchial exudate and debris. 

Because it relaxes smooth muscle, including that 
in the tracheobronchial tree, METHAJADE is effective 
in relieving the bronchial spasm often associated 
with coughs. 

Together, these actions tend to decrease the fre- 
quency and increase the efficiency of coughing, and 
to relieve bronchial spasm. METHAJADE is therefore 
well qualified as a practical aid in achieving the 
modern objectives of cough control: 

(1) to preserve the natural physiologic benefits of 
the cough— 

(2) to reserve the act of coughing for “‘productive”’ 
expectoration. 


METHAJADE is a sugar-free antitussive 
with a delicious, fresh, lime flavor. Each 30 cc. 
(1 fi. oz.) contains: 


Sedative-antitussive effects of Methajade control sleep-robbing 
paroxysmal cough—allow patients to get needed rest. 


SUBDUES VIOLENT COUGHING 


Methadone hydrochloride* ................... 10 mg. 
d,1-6-dimethylamino-4,4-dipheny 
hydrochloride) 


WARNING: may be habit forming. 


Propadrine®, phenylprop 


Potassium citrate ... eee 1.2 Gm. 
Diluted phosphoric acid . 4.5 cc. 
Alcohol 5% 


Average Dose for Adults: 1 to 2 teaspoonfuls every 
three or four hours. 


CHILDREN: 

(note: METHAJADE should not be administered to 
children under 2 years of age. In children 2 years of 
age or older, METHAJADE should be used only in cases 
of severe, intractable cough.) 

Two years: ¥% teaspoonful not more often than 
every four hours. 

Five years: % teaspoonful not more often than 
every four hours. 

Ten years: 1 teaspoonful not more often than every 
four hours. 


—METHAJADE is supplied in pint Spasaver® 
bottles and gallon bottles. 
Sharp & Dohme, Philadelphia 1, Pa. 


$ 


*The analgesic potency of methadone hydrochloride is—weight for weight—approximately 
equivalent to that of morphine. It controls cough as well as, or better than, codeine. 
Methadone hydrochloride is subject to the provisions of the Harrison Narcotic Act. 
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eAn Essential New Book! 


Kroger and Freed’s 
Psychosomatic Gynecology 


Including Problems of Obstetrical Care 


Today most physicians recognize that the treatment of even the 
most severe gynecologic disease can be significantly improved by 
concurrent psychotherapy. The big problem to the average prac- 
titioner untrained in psychiatric methods is just how to proceed 
with this psychotherapy. That’s just what this new book tells you. 
With its clear description of how to integrate the treatment of both 
mental and physical factors—it will be an essential addition to the 
library of every physician who meets women patients. 


The authors cover the psychic problems connected with, or causa- 
tive of: menstrual disorders of pregnancy; sterility; frigidity; dyspar- 
eunia due to vaginismus; low back pain; pelvic pain; obesity; retro- 
version of the uterus; leukorrhea, etc. 


Important among the many unique points of this new book are such features as the following: 


1. It integrates psychiatry with gynecology and obstetrics, thus providing you with a clear 
picture of “what is wrong with the patient” and not just “what is wrong with her uterus.” 


2. It helps you recognize the psychic component in many gynecologic symptoms. 
3. It explains how to combine psychotherapy with the indicated medical treatment. 


4. It presents an understandable appraisal of current theories on natural childbirth, sugges- 
tive relaxation (hypnosis in labor) , etc. 


Psychiatric terminology has been avoided in the book as far as is possible, and a Glossary is in- 
cluded to define any terms which may be unfamiliar. The book will prove its worth quickly to 
gynecologists, obstetricians, endocrinologists, and—of course—to general practitioners, who see 
more of these cases and see them earlier than any other group. 

By Witttam S. Krocer, M.D., Assistant Clinical Professor of Obstetrics and Gyne- 
cology, Chicago Medical School; Attending Obstetrician and Gynecologist, Edge- 


water Hospital, Chicago; and S. CHarLes Freep, M.p., Adjunct in Medicine, Mount 
Zion Hospital, San Francisco, California. 503 pages, 6” x 9”. $8.00. New! 


W. B. SAUNDERS COMPANY er 
West Washington Square, Philadelphia 5 


Please send me the following books and charge to my account on your 
Easy Payment Plan: 


| ( Krusen’s Physical Medicine and Rehabilitation....... $ 6.50 
| | (CD Surgical Practice of the Lahey Clinic................ 15.00 
oA) Cecil—The Specialties in General Practice............ 14.50 
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{eaves from a Doctors Diary 


By Maurice CHIDECKEL 


November 1 . . . Dr. Brickman 
and I gave up most of the day to 
prove that unsexing of undesir- 
ables is a useless endeavor and that 
inherited defects cannot be anni- 
hilated by sterilization. Three out- 
of-town medical instructors, eru- 
dite and of obvious intelligence 
and sound reasoning, are visiting 
the institutions for the abnormals, 
and each instructor is to report to 
the legislators of his state on the 
advisability of sterilizing the de- 
fectives and the criminally in- 
clined. To colleague Brickman and 
myself was assigned the work of 
demonstrating the cases we have 
on hand. 

We told the gentlemen that our 
observations teach us that genius 
and talent, crime and imbecility 
emanate from reverse sources. We 
first pointed to young and brilliant 
Dr. H. who is the son of imbecile 
parents. He was at the time exam- 
ining a little idiot whose father 
and mother are both teaching in 
high schools. 

We took them to the next ward. 
At the door stood a man of cha- 
otic appearance, a morphine ad- 
dict because of contact with other 
addicts. Near him stood the most 
degraded, nauseating pervert, in- 
ferior to the lowest animal, yet of 
powerful physique, with no dys- 
plastic or abnormally developed 
features. His parents and two 
brothers are successful merchants. 
And here are five cretins belong- 
ing to as many nationalities. All 
cretins look alike, whatever their 
national origin. Their bones be- 
come ossified prematurely, eventu- 
ating into stunted growth; there is 


deformity of heads and faces and 


general mental dullness. The par- 
ents and grandparents of each 
cretin are pleasant and sensible. 


Question from one of the visi- 
tors: “Do you consider heredity of 
no importance?” 

Dr. Brickman: “Here are 48 


children, boys and girls, all tuber- 


culous, all mentally retarded, who 
are powerful arguments in favor 
of heredity. The genealogic tree of 
each is tainted. We went back for 
generations. Out of the 48, 30 had 
cyclothymiac ancestors, the form 
of insanity in which the mood 
changes.” 

We led them over to the next 
wing. “Here,” I said, “are abnor- 
mal children with no history of 
any mental troubles in their fam- 
ilies. We traced six generations. 
In fact, the parents and grandpar- 
ents of most of these unfortunate 
youngsters are far above average 
in intelligence. You see, gentlemen, 
in both these groups there is an 
unbreachable gulf between them 
and normal life. The world, as you 
know, will turn away from these 
damaged goods and convert many 
of them into hardened criminals.” 

One of the visitors interrupted: 
“Who is this man with the four 
boys?” 

I told them he was the father 
of eight children. Every other child 
is abnormal. Each abnormal child 
suffers from pituitary disorders. 
Here Brickman was apparently 
anxious to display his knowledge. 
He spoke up: “Yes, the pituitary, 
sometimes called hypophysis, 
which is a bilobular structure— 
yes, it consists of two parts. When 
one part is overactive or underac- 
tive, it precipitates disaster—” 

I took over. I wouldn’t let them 
believe that Brickman knows it all. 
So I opened up and said: “This 
short boy suffers from hypofunc- 
tion of the anterior part of the 
pituitary. He looks like 6, doesn’t 
he? He is 17. He is afflicted with 
schizophrenia. The big boy near 
him suffers from hyperfunction of 
the anterior pituitary. What? Is 
he 30 years old? No. He is 11, a 
case of gigantism. This case of 
preadolescent adiposity is 9, and 
weighs 211 pounds. His conduct 
disorders are unbelievable, and he 
suffers from posterior pituitary 
troubles. The last one, who also 
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suffers from trouble in the pos. 
terior part of the pituitary, is af 
flicted with cyclic insanity. The 
family trees of father and mother 
are untainted. Their four other 
boys are normal, rather brilliant. 
How can sterilization prevent the 
destructive work of the pituitary?” 
I saw Brickman becoming restless, 
so I let him talk: 

“Gentlemen, sterilization is no 
remedy for any social disease. It 
is unfortunately true that we live 
in an age and a country in which 
the survival of the unfit is alarm- 
ingly marked. The teaching of 
birth control only reaches the 
cream, that’s why the dregs are so 
prolific. The socially inefficient 
listen to no propaganda. No coun- 
try has as many perverts as we 
have in this great U S.A.” 

I added: “Remember that the 
same endocrine imbalance that 
produces imbecility also produces 
genius. Yes, there are many vari- 
ants from the same mean in both 
directions.” 


Question from all three visitors: 

“What would you suggest, then, 
for human betterment?” I said: 
“Nothing. Leave humanity alone. 
The world is a turning wheel and 
no force can stop it from revolv- 
ing on its axis. And, gentlemen, 
let’s look at ourselves. We are far 
from what we should be.” 


November 2 . . . To preserve 
his liberties, Robert Jason had 
never married and he lived an un- 
encumbered life. Blond and very 
attractive Katherine Irving, whom 
he met in my waiting room, fas- 
cinated him. In all the years of 
my practice I never saw such rap- 
id reproduction of the spirochetes, 
such quick general hematogenous 
dissemination in such a short time 
—only six days after the bodies of 
freedom-loving Robert and night 
flower Katherine came in affec- 
tionate contact. 

Today I received a letter from a 
lawyer threatening to sue me for 
a large sum for not warning his 
client of the menace of syphilis 
when I saw them leaving together. 
Says the letter, “You chuckled 
sadistically when you saw my in- 

(Continued on page A-12) 
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Anxiety and Autonomic Lability 
as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source of illness in a steadily increasing num- 
ber of cases. Weiss and English’ estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebaugh* refers to anxiety as “. . . the 
universal disease of our times”. 
Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
ag may mimic a true organic disease. 

¢ symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.”*** Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the — which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
athetic hypertonicity, others to parasympathetic 
ypertonicity. 


PARASYM- 
SYMPATHETIC SYMPTOMS OF 
ORGAN SYSTEM| HYPER- ——— FUNCTIONAL | AUTONOMIC 
TONICITY TONICITY DISORDER 
When a patient 
ili svati Belching exhibits a clinical 
Hypomotility Increased Salivation chibits a Clinic 
Rapid heart rate Palpitation unctional Disorder 
CARDIO- Peripheral vaso- Sinus tachycardia can be 
VASCULAR coneeriction Lowered blood Premature systoles | by use of the fol- 
Slight rise in iene BP. low in some; | lowing indications 
blood pressure — elevated in others = ic 
Variable 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and aan 
mucous yngeal secretion throat Temperature 
RESPIRATORY membrane Bronchial constric- | Difficulty in Variations 
Bronchial tion breathing Changing 
relaxation Laryngospasm Sighing respiration Pulse Rate 
Bladder detrusor ‘ 
relaxed; Bladder detrusor pe frequency | Exaggerated Cold 
Sphincter contracted ; ifficulty in Pressure Reflex 
GENITO.- urinating Oculo-cardiac 
URINARY contract Sphincter relaxed Dyemenorchen 
Users tone Ureter tone M i Reflex 
irregularity Glucose Tolerance 
Alterations 


This tabulation is based on data available in references 1 to 6 stated below. 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective Tistress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


unhealthy situations and attitudes. 

*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
78° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 


.: Postgrad. Med. 4: 208, 1948. 3. WILLIAMS, 


WEISS, E., and ENGLISH, O.: Psychosomatic Medicine, ed. 2, Saunders S 
AUGH, F. G.: andoz 


Y. et al: J. Nat. M. A. 42: 32, 1950. 4. WOOLEY, L.: South. Med. 
KATZ, L. N., et al: Ann. Int, Med. 27: 261, 1947. 
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nocent client linking arms with 
that dangerous blond female. I 
shall wait for you tomorrow at 
noon.” He is waiting. 

* * * 

November 3 . . . Stimulated still 
more the crusading zeal of fanatic 
Thomas who is determined to 
eradicate all wrongdoers, and I 
top the list. Among sufferers from 
metabolic dermatosis, his sister suf- 
fers most cruelly. Her trouble is 
due to avitaminosis A, dysphagia, 
anemia, spoon nails. Her brother’s 
angry voice vibrated loud and far 
as I prescribed vitamin A therapy. 
“It’s the Lord’s will. Come.” He 
actually dragged her to church. I 
came back and told her that pray- 
er is beautiful but it never cures 
vitamin A deficiency. The One on 
High wants His servants to take 
the drug. 

She refused to go to church and 
he wouldn’t let her take any drugs, 
while he called to tell me that I 
would be killed. Came leuko- 
plakia in the mouth and soon it 
progressed to squamous carcinoma. 
The malignancy is blamed on me 
because I dissuaded her from pray- 
ing. Said brother is now beseech- 
ing God daily for my destruction. 
“Please, Lord of Hosts and Mercy, 
do not listen to Thomas’ prayer. 
I want to live, so I can prescribe 
some more vitamin A.” 

* * * 

November 6 . . . The ardor of 
Dr. Lewis Menton, his passionate 
interest in diseases of the blood 
and blood-forming organs, has cool- 
ed off since he married—for the 
first time at the age of 69—a mere 
child of 17. I tried to re-awaken 
his interest by starting a discus- 
sion on the red blood corpuscles, 
the life and death of the cells, the 
use of the two radioactive isotopes 
of iron as a measurement of said 
cells. He was not listening. He 
talked like a fool. “Do you know 
why a married man does not wear 
a marriage ring? Because you can 
tell by his worried face that he is 
married.” 

His wife entered, a child of su- 
preme beauty with a brain that 


_ evidently has not reached matur- 


ity. Water was dripping from her 
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fine clothes. Outside, the rain came 
down in torrents. “I went shop- 
ping,” she said to her husband. 


“What do I have in this box? A 
raincoat. I didn’t put it on because 
I didn’t want it to get wet.” 

When we were left alone he 
sighed deeply. “Have you ever 
seen such stupidity?” he asked. 
Brother, if she weren’t stupid she 
wouldn’t have married you even 
though you are heavily insured. 
I see that you are being devoured 
by jealousy. If she is faithful to 
you, it is a wonder. And if she 
isn’t, I am asking you, is it a 
wonder? 

* 

November 8 . . . The husband 
is a case of azoospermia. He re- 
fuses biopsies or other examina- 
tions. He wants a baby badly, and 
so does she. He came to tell me 
that he is willing to have artificial 
insemination for his wife. She 
came later and informed me that 
it is not needed. She is already 
pregnant. “Why artificial?” she 
asked. 

The husband is a_ politician 
running for office. In my waiting 
room he collided with eccentric 


Richard Codley, a supposed astron- 
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omer, who keeps on talking about 
the stars and constellations with 
whomever he meets. “Do you 
know,” he asked the husband, 
“that there are in the stars above 
men and women like us, and most 
likely they have elections?” “Not 
interested,” said the husband, “un- 
less you can get them down here 
and make all of them my constitu- 
ents. I'll do all I can for them.” 
* * 

November 12 . . . The organ- 
ism in Kalmen Hoberman’s case 
of subacute bacterial endocarditis 
was penicillin-sensitive. Large 
doses by intramuscular administra- 
tion every three hours for two 
months were effective. He recover- 
ed enough to come to my office 
accompanied by his wife who is 
willing to pay my bill on condition 
that it not exceed the cost of a 
funeral. “Today,” she announced, 
“is our twenty-fifth anniversary.” 
The husband interrupted: “I'll 
tell you what. Let’s celebrate this 
day by making believe we are not 
sorry we married each other. How? 
Just let’s pass a quiet day without 
quarreling.” She retorted: “What 
do you think I am, dead or crazy? 
Let you do what you like? Doc- 
tor, please give him something to 
keep his mouth shut. A whole 
night he keeps on talking in his 
sleep, and keeps me awake.” The 
husband: “For good reason. I can- 
not say a word when I am up, so 
naturally I talk in my sleep.” One 
devastating look from her and he 
never said another word. 

* 

November 16 . . . Globus hys- 
tericus, sighing respiration, cardio- 
vascular instability, defective mem- 
ory, inability to concentrate. All 
my symptoms disappear at night 
when at rest. Diagnosis: function- 
al nervous disturbances. 

Mabel Hart speaking: “I'll lose 
my mind. We moved into a new 
apartment. The walls are so thin 
we must speak in whispers, other- 
wise the people behind the walls 
will hear us. I have to give in to 
him, everything, everything.” How 
copiously she wept. 

I suggested that she cover the 

(Continued on page A-14) 
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OTHER INDICATIONS 
Amputation Stumps 
Burns 


Soft Tissue Abscesses, 

Sinuses, Fistulae 
Subcutaneous Hematoma 
Varicose Ulcers 


PHYSIOLOGIC 


or CHRONIC OSTEOMYELITIS 


In chronic osteomyelitis, therapy that hastens recovery is an economy 
reflected in many ways. Tryptar is dramatic in reducing recovery time 
from years to months or even weeks. 

Tryptar, selectively, causes dissolution of necrotic tissue and removes 
debris without injury to normal tissue. With topical administration, 
Tryptar is non-toxic and completely non-antigenic. 

Tryptar in the treatment of osteomyelitis may be applied in the form 
of dry powder, in wet dressings, in gelatin capsules or by irrigation, 
depending upon the location of the lesion. 

Tryptar is supplied as a two vial preparation: one 30 cc. vial contains 
250,000 Armour Units (250 mg. of Tryptic Activity) of highly purified 
crystalline trypsin; the companion 30 cc. vial contains 25 cc. of Tryptar 
Diluent (Sorensen’s Phosphate Buffer Solution) pH 7.1. Plus plastic 
adapter for use with powder blower. 

*THE ARMOUR LABORATORIES BRAND OF PURIFIED CRYSTALLINE TRYPSIN 


THE ARMOUR LABORATORIES © cuicaco 11, ittinots 


world-wide 


THERAPEUTICS THROUGH BIORESEARCH 
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walls with thick curtains and these 
curtains, I assured her, are sound- 
proof. “Smart, aren’t you. If I do 
that, how will we hear what’s go- 
ing on in that other apartment?” 


November 19 . . . Those stress- 
ful life situations. Joseph Holt was 
threatened by a husband to whose 
wife he made love. This was the 
first case of nasal hypersecretion 
engendered by threats I have seen. 
Because of the nasal obstruction, 
Joe Holt has difficulty breathing. 

Threatened with eviction from 
their apartment, the wife suffers 
from diarrhea, and the husband 
from heartburn and constipation. 
These are not the first cases in 
which psychodynamic factors 
caused gastrointestinal disturb- 
ances. 

Two cases of urticaria in two 
months resulting from stressful 
life situations. The mother-in-law 
came to live with them permanent- 
ly, and the son-inlaw keeps on 
scratching himself. Same with 
Samuel Brown. He took pride in 
the fact that his sweetheart kisses 
like someone who never kissed be- 
fore. He adored her innocence. 
Then he heard her say to her girl 
friend that it took a lot of practice 
to kiss like a beginner. 

Urinary disturbances in Miss 
Goldsborough, spinster Miss 
Goldsborough, who once fainted 
in my office when a man proposed 
to her. “I was insulted, terribly 
insulted by Dr. Grill, the stomach 
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specialist. I was talking. Suddenly 

he told me to put my tongue out 

and after I obeyed his orders, 

what happened? He told me to 

keep it out until he finished the 

instructions he wants to give me.” 

November 26 . . . Twin broth- 
ers, both afflicted with hyperten- 
sive cardiovascular disease, received 
a pension of 50 dollars each month 
from an organization whose phy- 
sician I am. One brother died. The 
surviving brother, at the usual 
date, came to collect his pension. 
I considered this granting of 
money lavish generosity. When his 
50 dollars was handed to him he 
threw it back and demanded a 
hundred—his and his brother’s 
pension. “But your brother is 
dead,” he was reminded. He 
clenched his fists as he exclaimed: 
“Who is to inherit my brother’s 
income, you or 1?” 

As I drove and thought how 
with a segment of our population 
the past is still the present, and 
that there is no depth of thought 
commensurate with our era, or 
no thought at all, I suddenly 
found myself in front of Phil 
Jackson's residence. In spite of his 
advanced years, after eight weeks 
in bed, he recovered—temporarily 
at least—from a spontaneous at- 
tack of subarachnoid hemorrhage. 
I went in. I found him sitting on 
the bed with my bill in one hand 
and a bursting wallet in the other. 
His face gave poignant expression 
to the conflict within his heart: To 
pay? Or better still, to promise? 
He promised. 

* * 

November 30 . . . Another year 
almost evaporated into nothing- 
ness—one more year behind me; 
one less before me. During 1951 
the whole human race appeared, 
separated by impenetrable walls, 
each group, each country, moti- 
vated by forces of destruction, and 
the emergence of a united human- 
ity remains a dream that will never 
become a fact. Hopes for peace 
and union rose and fell and didn’t 
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rise again. There is no changing 
the temper of our times. The 
deeds of whole countries are con- 
ceived in treason and dedicated to 
lawlessness and destruction. The 
deeds of 1951 form a fearsome 
story, deeds and blows under 
which the whole of humanity stag- 
gered. 

And yet, there is no stagnation 
in mental life, in the world of 
medicine whose thrust and power 
remain strong and are growing 
stronger. Research men and wom- 
en are constantly concerned with 
ideas for new discoveries to elim- 
inate killing diseases, to alleviate 
suffering and to prolong life, 
healthful life. Millions live in per- 
petual fear, and leaders are con- 
fused and contradictory in think- 
ing. Throughout the globe there 
is explosive bitterness and unmiti- 
gated hatred, and under the im- 
pact of emotional complexes there 
are aberrations of reasoning. But 
medical discoveries of enduring 
value to countless generations “as 


yet unborn” continue uninter- 
ruptedly. Extensive and laborious 
investigations go on unceasingly. 
Those investigations will prevent 
modern civilization from slipping 
toward ruin. 

“Some day,” said elderly Dr. 
Fairfax in the presence of his wife, 
much older than he, “medicine 
will progress to the extent that 
marriages will not be needed for 
the propagation of the race. In- 
fants will be produced in hot- 
houses.” The aged lady interrupt- 
ed, “Don’t you dare. What's 
wrong, don’t you like the old 
method? I do.” 
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Chicago 9, Illinois 


for the first 


THE WILSON LABORATORIES a leader in the meat p 


Pituitary adrenocorticotropic hormone (ACTH) 
in stable solution at a substantially lower cost 


THE WILSON LABORATORIES ANNOUNCE NEW MAJOR ADVANCEMENTS IN ACTH THERAPY 


STABLE SOLUTION 

CoRTICOTROPIN SOLUTION Wilson—developed through Wilson 
research—provides an ACTH solution which is stable for more 
than 1% years without perceptible loss of potency. 


MULTIPLE DOSE VIAL—Ready for Immediate Use 
CorTICOTROPIN SOLUTION Wilson makes available ACTH in 
a multiple dose vial for greater convenience, economy and 
speed of administration. 


The inconvenience of mixing individual doses is eliminated. 
There is no waste. The contents of the vial may be used as 
needed. 


CoRTICOTROPIN SOLUTION Wilson is a true solution, not a 


suspension . . . does not require aqueous reconstitution, heat- 
ing or shaking. 


SUBSTANTIALLY LOWER COST 
The new methods of preparation, purification and standard- 
ization used by The Wilson Laboratories, combined with the 
economy measures gained through rigid “farm to pharmacy” 
control, have permitted a substantial reduction in the cost of 
ACTH therapy. CORTICOTROPIN SOLUTION Wilson is available 
at a price most patients can afford. 

Physician’s price—$10.00 per 5 cc. vial containing 200 U.S.P. 
units, equivalent to $2.00 per cc. containing 40 U.S.P. units. 


WELL-TOLERATED 
As a result of The Wilson Laboratories’ new precise methods 
of purification, control and production, CoRTICOTROPIN SOLU- 
TION Wilson is well-tolerated and exerts the full desired 
pharmacologic activity. 


THE WILSON LABORATORIES— 
division of Wilson & Co., Inc., 


rocessing 
industry—has pioneered the de- 
velopment of fine pharmaceu- 
ticals of animal origin for more 
than 33 years. 
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Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


TYPHOID IMMUNIZATIONS TO 
ESTABLISH IMMUNITY 


QUESTION: Are typhoid immunizations of any 
benefit in obtaining a tissue immunity in a family, 
the members of which have had the disease and 
seem prone to develop relapses and/or reinfections 
manifesting progressive lethargy, elevated tempera- 
tures and a rise in titer of Widal to positive in 
highest dilution? 

M.D.—Texas 


ANSWER: Under the conditions stated, it is not 
likely that typhoid vaccine will be of any benefit. 
Relapses and reinfections over a long period of 
time due to typhoid fever are rare, and rising titers 
in the Widal test are common after infection with 
typhoid organisms or after vaccine therapy, if the 
patient has any febrile illness. In the family cited, 
repeated attempts should be made to establish the 
cause of the fever by blood culture, culture of 
specimens of urine and stool, and such other tests 
and examinations as seem indicated. 


TREATMENT OF PSORIASIS 


QUESTION: Would you please give me your opin- 
ion on the use of cortisone and ACTH in the treat- 
ment of very extensive psoriasis. Could you advise 
me regarding the best possible center of treatment 
for this disease. 

Aside from ultraviolet ray therapy, concentrated vita- 
min D, undecylenic acid in its various forms, and 
the tar ointments, are there any other hopeful 
therapeutic measures on the horizon? 

As there is a definite psychosomatic element con- 
cerned, has psychologic management been of any 
help? Could you let me know of any especially 
helpful books or articles on this extremely difficult 
condition? 

M.D.—New Brunswick 


ANSWER: Cortisone and ACTH are temporarily 
beneficial in most cases of psoriasis; however, the 
eruption usually recurs promptly when the medica- 
tion is stopped. 

There is no “center” better than others for the 
treatment of psoriasis. One qualified dermatologist 
is as able to treat the disease as is another. 

There are no new hopeful therapeutic measures 
known to me. It is considered inadvisable to use 


either concentrated vitamin D or undecylenic acid 
in various forms because of the many harmful 
reactions that have occurred with both. 

Psychologic management in the form of encour- 
agement and general improvement of the patient's 
morale is of help in the management of psoriasis. 

There have been no articles or books published 
on the management of psoriasis that are of greater 
value than many others on the same subject. I 
would suggest that you read the article* on man- 
agement of psoriasis published in the June 1950 
issue of Postgraduate Medicine. 

JOHN F. MADDEN 


*Madden, John F.: Management of psoriasis. Postgrad. Med. 7:433- 
436 (June) 1950. 


GENITAL MATURATION IN A 14 YEAR 
OLD BOY 


QUESTION: Please advise if a 14 year old boy, 69 
inches in height, weighing 125 pounds, with slight 
underdevelopment of his sex organs, should be 
treated with hormones. He is alert and intelligent 
and is upset by the fact that his classmates have 
grown and matured during the last year. He is a 
big eater and has been put on diets several times 
with temporary results. 

Piease outline your treatment or, if you recommend 
expectancy, advise for what length of time. 

M.D.—Quebec 


ANSWER: A boy aged 14, weighing 125 pounds 
and upset by genital retardation, requires the sym- 
pathetic understanding of family and physician. It 
is possible to stimulate genital maturation by small 
doses of methyltestosterone, e.g., 5 to 10 mg. by 
sublingual or buccal administration. The dose must 
be individualized and the amount given which 
produces the desired degree of genital development 
but which does not result in an excessive number 
of erections or other signs of overdose, such as 
tenderness of the nipples or edema. Treatment may 
be discontinued when the genital status is normal. 
GILBERT S. GORDAN 


BLINDNESS AFTER TRAUMA 


QUESTION: A patient tells me that a large moose- 
head fell off a wall and struck him over the temple 
on the left side. He was stunned for a moment; 

(Continued on page A-26) 
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in bronchopneumonta : Clinical responses in bronchopneumonia, 
Terramycin-treated, are characterized 
by the same promptness noted in primary 
atypical and lobar pneumonia. In 
a series of 3] cases there was “a good 
response in all cases, as manifested by 
the fall of temperature to normal in 24 to 
48 hours, and by the improved clinical 
appearance of the patient.” Follow-up x-rays 
made in 10 to 14 days “were completely 
negative or showed marked improvement.” 


Potterfield, T. G., and Starkweather, G.A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951. 


CrystTALLINE TERRAMYCIN HYDROCHLORIDE 


available | Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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Reports 
rom abroad 


from POSTGRADUATE MEDICINE’S 


correspondents 


AMSTERDAM 


Two New Medical Faculties in the Nether- 
lands—Until the present, medical study in the 
Netherlands has been centered in four univer- 
sities—the three state universities at Groningen, 
Leiden and Utrecht and the municipal university 
in Amsterdam. 

The courses at these universities are on the same 
level and it therefore makes no difference at which 
university one studies. 

Owing to the large number of medical students 
in the past few years, the medical faculties of these 
universities have been overburdened and it is not 
surprising that ways have been sought to supple- 
ment the facilities for medical study. On October 
17 the medical faculty of the Roman Catholic Uni- 
versity of Nijmegen was opened, while at the same 
time the medical faculty of the “Vrije Univer- 
siteit” (Calvinistic University) in Amsterdam was 
founded. For the present, medical education at 
these two church-sponsored universities is limited 
to preclinical courses. 

According to nonofficial reports, approximately 
75 medical students were enrolled at the University 
of Nijmegen and about 25 at Vrije Universiteit. 

In the entrance hall of the new medical college 
at Nijmegen, there is a memorial tablet in the wall 
which states that the building honors the memory 
of the Eighty-Second American Airborne Division, 
which uberated Nijmegen in 1944. The arms of the 
university and of the city of Nijmegen and the 
emblems of the Division have been engraved on 
the tablet. 


ACTH and Cortisone in Treatment of 
Acute Hemolytic Anemia—On October 13, 
“University Day” was held in Amsterdam. On 
this annual occasion, many graduates return to 
their universities to attend special lectures on vari- 
ous topics. 

Dr. S. van Creveld, professor of pediatrics, 
and others demonstrated a case of a patient with 
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acute hemolytic anemia, type Lederer, who did not 
respond to blood transfusions. This girl, almost 5 
years old, was therefore treated with small doses 
of ACTH, 8 mg. (2 mg. four times a day). Defi- 
nite improvement was observed. About six months 
later her condition grew worse; evidently she had 
become more or less resistant to ACTH. Splenec- 
tomy was then decided upon but, against all ex- 
pectations, she did not improve. On the contrary, 
her general condition grew even worse. For a few 
days she received large doses of ACTH; the doses 
were gradually reduced as once more she responded 
favorably to ACTH. On discontinuing the ACTH 
therapy her condition again deteriorated. 

After September 25, ACTH was gradually re- 
placed by cortisone, as this product has the advan- 
tage of oral administration which is most impor- 
tant in the prolonged treatment of children. 

On October 13, the day of the demonstration, 
the patient was given only cortisone (5 mg. three 
times a day) and her condition was good. This 
interesting case will no doubt be published as soon 
as the patient has been followed for a longer 
period of time. 

In addition to the patient just described, the 
case of a 4 year old boy with lymphatic leukemia 
was demonstrated. For more than a year he has 
appeared to be reasonably well. This patient was 
treated, among other remedies, with AMINo- 
PTERIN®, Professor van Creveld emphasized that 
sometimes satisfactory results can be had with a 
smaller dosage than is generally administered, 
thereby reducing the risk of toxic reactions (hemor- 
rhages, ulcerations). This boy was treated with 0.5 
mg. of aminopterin every other day. 


Dutch Scientists to Bagdad—The Govern- 
ment of Iraq intends to extend medical education 
and is thereby seeking scientific assistance from 
abroad. They have requested the Netherlands to 
provide a group of persons who could fill the 
posts of professors at the Royal College of Medi- 

(Continued on page A-36) 
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Picture the patient 


with speed to “stop” 
any human motion... 


With the aid of the Kodatron Studio Speedlamp, 
the camera can easily “stop” the motion of a nerv- 
ous child, or non-co-operative, restive adult. 

In fact, the flash produced by this lamp is of 
such speed and brilliance that, regardless of sub- 
ject, small f/ openings may be used to secure the 
great depth of field so essential in action photo- 
graphs. And it is safe . . . economical to use. 

For further information, see your nearest pho- 
tographic dealer or write: 


Eastman Kodak Company, Medical Division, 
Rochester 4, N. Y. 


Kodak products for the medical profession include: 


X-ray films, screens, and chemicals; electrocardiographic 
papers and film; cameras and projectors—still- and motion- 
picture; enlargers and printers; photographic film—full- 
color and black-and-white (including infrared); photo- 
graphic papers; photographic processing chemicals; micro- 
filming equipment and microfilm. 


Serving medical progress through Photography and Radiography 


The high-speed flash of the Kodatron Studio Speedlamp revealed the fact that ene foot and the crutch could be raised 
at the same time. The attendants were delighted with this proof 


of the patient's progress. Photograph, courtesy of The 
Edith Hartwell Clinic of the Strong Memorial Hospital, Le Roy, N. ~~ . 
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cine at Bagdad in the following courses: chemis- 
try, physics, biology, pharmacology, anatomy, and 
biochemistry. 

Agreement has been reached with four physi- 
cians, now lecturers in anatomy, chemistry, bio- 
chemistry and pharmacology at one of the Dutch 
universities. The Iragian government is still negoti- 
ating with the candidates for the other posts. This 
group will leave shortly for Bagdad where they 
will stay for from one to three years. 


ZURICH, SWITZERLAND 


International Conference on Pediatric Bib- 
liography—From October 11 to October 14, 1951, 
a Conference on Pediatric Abstracts was held in 
Zurich under the chairmanship of Professor Fan- 
coni, Secretary General, International Pediatric 
Association. The following persons were present, 
representing the following organizations: 


Professor Fanconi ....... Zurich, Secretary General, In- 
ternational Pediatric Associa- 
tion. 

Dr. J. Bosch Marin ..... Madrid, representative of the 


Spanish Pediatric Association 
and of the Pediatric Societies of 
Argentina and Mexico. 


Professor C. Cocchi ..... Florence, representative of the 
Italian Pediatric Society and 
Rivista di Clinica Pediatrica. 


Dr. M. Fishbein ....... Chicago, representative of the 
World Medical Association and 
Excerpta Medica. 


Mr. Holmstrom ......- -Paris, representative of the 
UNESCO. 


Dr. J. Howard Jones ...Geneva, representative of the 
World Health Organization. 


Dr. E. Kjellberg ....... Geneva, representative of the 
World Health Organization. 

Mr. Landsberger ......./ Amsterdam, Editorial Director, 
Excerpta Medica. 

Dr: Ziirich, Treasurer of the World 
Medical Association. 

Dr. R. Mande .......<. International Children’s Center 


and representative of the French 
Pediatric Society. 
Madame Masse .......- Paris, Editor-in-Chief, Courrier. 
Dr. Mayer-Kaupp ...... Heidelberg, representative of the 
Springer-Verlag. 


Professor A. Moncrieff ..London, representative of the 
British Medical Association, the 
British Pediatric Association and 
the Canadian Pediatric Society. 


Professor H. Opitz ..... Heidelberg, representative of the 
German Pediatric Association. 


Dr. W. Zollinger ......Ziirich, Treasurer, International 
Pediatric Association. 


Reports from Abroad 


Apology was received from: 


Dr. R. de Lamare ...... Rio de Janeiro, representative of 
the Brazilian Pediatric Associa- 
tion. 


di Clinica Pediatrica. 


The conference decided unanimously to send the 
following suggestions to the presidents of national 
pediatric associations and to the editors and pub- 
lishers of pediatric journals, requesting them to 
publish them either partly or in extenso: 

1. In various meetings of UNESCO, World 
Health Organization, etc., there have been many 
discussions of ways to coordinate medical literature 
and particularly the various abstract journals. As a 
result of these discussions the sixth International 
Congress of Pediatrics requested an attempt to co- 
ordinate the abstract journals in pediatrics. 

With regard to the three abstract journals rep- 
resented at the conference, Excerpta Medica, Sec- 
tion on Pediatrics, in English, Courrier, in French 
and English and Zentralblatt fiir Kinderheilkunde, 
edited by Springer, in German, it is suggested that 
the following special fields of all these journals 
should be defined: Courrier should continue to 
publish indicative abstracts in French and Eng- 
lish, by which the reader is quickly informed 
about publications appearing all over the world. 
Excerpta Medica, Section on Pediatrics and Zentral- 
blatt fiir Kinderheilkunde should, on the other 
hand, publish informative abstracts. Unimportant 
publications should of course be abstracted briefly 
or not be mentioned at all. 

2. The discussion at the conference proved that 
abstracting is a difficult task. Authors’ abstracts 
are, as a rule, subjective and not objective. On the 
other hand, abstracts of others are often uneven in 
quality and may omit important data. The attempt 
should therefore be made to encourage leaders in 
pediatrics, such as directors of pediatric clinics, 
newborn services and research foundations to send 
directly to the publishers of the three mentioned 
abstract journals notifications of significant or im- 
portant articles emanating from their clinics or 
services, from other university clinics or from re- 
search foundations of their cities. The ultimate 
decision will rest with the editors as to the publi- 
cation and the modification of this material. 

3. In order to promote wider dissemination of 
knowledge regarding pediatrics throughout the 
world, the publishers of Excerpta Medica, Zentral- 
blatt and Courrier agree to grant to the pediatric 
groups of the following nations, free of charge, 10 
abstracts monthly, i.e. 120 abstracts annually for 

(Continued on page A-38) 
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therapeutic attack on bacteria is 
momsous artibactcrial actioms ere 


ployed simultameously. 


For a simple, effective strates) against 
susceptibic organisms: 


Each tablet coutaims: 
Penicillin G Potassium, Crystalline: . 100,008 units 
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Reports from Abroad 


publication and dissemination: Finland, Iceland, 
Portugal, Greece, Turkey, China and Japan. This 
material shall not be circulated for financial profit. 
The detailed conditions regarding the supply of 
these abstracts will be given to the countries which 
are interested in this matter. 

4. In order to aid the Spanish, Italian and Portu- 
guese pediatric groups to create abstract journals, 
the conference suggests that the publishers and 
editors of these Janguage groups should come to an 
agreement with Excerpta Medica, Zentralblatt or 
Courrier that abstracts are put at their disposal. 


The Bibliographic Conference, respectively the 
Executive Board of the International Pediatric As- 
sociation, should be kept informed of these agree- 
ments and have a certain control that neither of 
the contracting parties intends to profit financially. 

5. The conference proposes that in those lan- 
guages in which there already exist abstract jour- 
nals these pediatric journals should give up pub- 
lishing abstracts in order to spare room and money. 
It would be preferable if these periodicals would 
restrict themselves to publishing short proceedings 
of congresses and general critical reviews. 


SEDATIVE - ANTISPASMODIC 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 
DOSE: | or 2 tablets at on- 
set of distress. Another tab- 
let after 4 hours if necessary. 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 


with accompanying nervousness. 


VALOCTIN ® E. Bithuber, Inc. 


BILHUBER-KNOLL CORP. orance newversey 
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MILTON B. PLOTZ* 


STATE UNIVERSITY OF NEW YORK SCHOOL OF MEDICINE, NEW YORK 


There is increasing evidence that certain forms of arteriosclerosis (athero- 
sclerosis) are associated with disorders of fat metabolism—systemic or 
local. The evidence is reviewed at this point and the effects of diet are 
discussed in detail. The results of the ingestion of large amounts of fat by 
normal individuals and by those with coronary atheroma are contrasted. 


oceL’ demonstrated a century ago that 
\ / the essential lesion in what is now called 
atheromatosis is composed largely of lipid 
material. Interest in this subject lapsed until the 
beginning of this century when Windaus* con- 
firmed these chemical findings and Anitschkow* 
in 1911 produced atheromatosis experimentally 
by feeding cholesterol to rabbits. Since then a 
great deal has been written on the subject and 
much knowledge has accumulated, but many 
questions remain unanswered. In this paper the 
present status of our knowledge of the relation- 
ship between fat metabolism and arteriosclerosis 
will be briefly stated and the possible directions 
for further study will be indicated. Throughout 
the paper the term atheromatosis will be used 
in place of arteriosclerosis to indicate the com- 
mon changes in the coronary arteries. 

We may ask ourselves, first, what has been 
clearly established, and on what points is there 
general agreement? There is no doubt that the 
lesion which grossly deforms the artery in cor- 

*Associate Clinical Professor of Medicine, State University of New 
York School of Medicine, Medical Center at New York; Attending 
Physician, Kings County Hospital (University Division), Goldwater 
Memorial Hospital, Bushwick Hospital, Brooklyn, New York. 

From the Cardiac Department, Bushwick Hospital, Brooklyn, New 


York. Portions of this paper were read in abstract at the 1950 meet- 
ing of the International Society of Internal Medicine, Paris, France. 


Fat Metabolism in Coronary Atheroma 


onary atheromatosis is intimal in location and 
that, until there are secondary changes, this 
lesion consists almost entirely of material which 
is lipid in nature. It is also a matter of almost 
universal agreement that certain conditions— 
diabetes, myxedema, nephrosis, some xantho- 
matoses—predispose the body to atheromatosis. 
It is also believed by a great many observers 
that the incidence of this condition is greater 
among persons who consume relatively high 
amounts of dietary fat and among those who 
are overnourished. 

There is less agreement about other aspects of 
this problem. How does cholesterol enter the 
intima—from the material contained in the 
blood within the lumen, or via the other layers 
of the vessel? Most of the evidence supports the 
view that cholesterol enters the intima by im- 
bibition from the plasma. Other theories in- 
criminating the media as the site of the primary 
lesion or emphasizing thrombosis as a forerun- 
ner of atheroma‘ seem less attractive at present, 
but considerably more remains to be said on the 
subject. 

Of greater relevance to this discussion are 
questions regarding the factors, general and 
local, favoring development of atheroma, and 
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also the still highly controversial issue concern- 
ing the possibilities both of prevention of in- 
cipient disease and reversal of disease already 
established. 

Concerning the patient as a whole, there are 
several factors which should be mentioned. 
Genetic factors are of some importance. The 
high familial incidence of at least one type of 
hypercholesterolemia has been studied in several 
diseases. Coronary disease in general seems to 
occur in some particularly vulnerable families; 
whether this tendency is mediated through a 
disturbed fat metabolism has not been estab- 
lished, but there is some evidence that this is 
so. Body build may relate somewhat to this ill- 
ness. There is a definite tendency of “thick and 
heavy-set” persons to development of coronary 
disease, but it is often given more importance 
than it deserves when an individual case is 
being evaluated. Obesity is probably a major 
factor here but it has been maintained’ that 
mesomorphic types have higher levels of blood 
cholesterol than do normal types. Other investi- 
gators have said that the total amounts of blood 
lipids are greater in pyknic types than in lepto- 
somatic persons. Age, race and sex also account 
for variations in the amount of circulating 
lipids. Another constitutional influence is that 
of disease, other than arterial, on the blood ves- 
sels. There are, for example, the well known 
associations of diabetes, hypothyroidism and 
nephrosis, in all of which there may be high 
blood lipids with atheromatosis. 

Factors which may determine the localization 
of the lipids at certain points in the vascular 
tree may be mentioned briefly. There is a pre- 
dilection of atheroma for places of local strain 
or injury. Schlichter and his associates® investi- 
gated the possibility of a diminished local blood 
supply, at least in the aorta. Faber’ hypothesized 
the presence of a tissue factor which determines 
the site of deposit of available cholesterol. He 
found such deposits especially where ethanol- 
resistant metachromasia was present; in normal 
tissues, chondroitin-sulfuric acid is usually found 
in these locations. 


Nn this paper the effect of changes in the blood 
lipids themselves on the arterial wall will re- 
ceive the most emphasis. We shall consider in 
turn: (1) changes in the total amount of blood 
lipids; (2) changes in the physical or chemical 
properties of the lipids; (3) changes in the bal- 
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ance between individual lipids, and (4) other 
serum factors. 


QUANTITATIVE CHANGES IN THE LEVELS OF NORMAL 
CONSTITUENTS OF THE BLOOD LIPIDS 


The fasting circulating blood lipids are re- 
markably constant in any given person. Their 
levels are not subject to seasonal variations but 
are apparently affected by sex, age, body type 
and possibly by race. 

These fasting levels probably are determined 
entirely by endogenous metabolic processes. It 
is of the greatest interest to learn how diet af- 
fects these constituents and whether such varia- 
tions increase the tendency to development of 
atheroma. 

The serum cholesterol level is not affected by 
diet.* Even after ingestion of a meal rich in fat, 
the circulating cholesterol is not increased.° 
Even fairly large amounts of ingested choles- 
terol’? have no effect on the blood levels of 
normal persons or of those with familial hyper- 
cholesterolemia. On the other hand, the total 
blood lipids, the phospholipids, fatty acids and 
large lipoprotein molecules may be sharply in- 
creased and account for the changes of alimen- 
tary hyperlipemia. The possible effect of these 
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Fat Metabolism in Coronary Atheroma: Plotz 


changes on the development of atheroma will 
be considered later in this discussion. 

There is another aspect of this question which, 
though quite different from or even opposite to 
the one just considered, has been generally con- 
fused with it. High fat diets do not seem to 
increase the level of circulating cholesterol, but 
does it follow that dietary restrictions of fat or 
cholesterol also have no effect? The evidence is 
far from clear. Mellinkoff'’ observed a rapid 
fall in blood cholesterol level in 14 patients on 
synthetic fat-free diets even when there was no 
loss in body weight. Keys’ found the same 
effect in hypertensive patients who were given 
a rice and fruit diet which is low in fat and 
cholesterol; the results were even more striking 
in patients with idiopathic hypercholesterolemia. 
This effect was obtained only by complete 
elimination of cholesterol from the diet; moder- 
ate restriction, even over long periods of time, 
produced no such result. Gofman™ found that 
a low fat, low cholesterol diet, even if total 
calories are not reduced and fat restriction is 
moderate, results in a reduction of the lipo- 
protein molecules of the size which may be im- 
portant in producing atheroma. There was no 
correlation of this with the total serum choles- 
terol. Kempner™® reported a reduction in 
plasma cholesterol in hypertensive patients who 
were maintained on his rice diet, which is 
cholesterol-free. 

Does an increased blood cholesterol level pro- 
duce atheroma? In rabbits, and with more dif- 
ficulty in other animals, atheromatosis can be 
produced or increased by feeding cholesterol. 
There can be little doubt that certain diseases 
in which the blood cholesterol is increased (dia- 
betes, etc.) are associated with a higher inci- 
dence of coronary atheromatosis. There is still 
some question as to whether the increase in 
cholesterol alone is sufficient to damage the 
arterial wall; other factors may be, and prob- 
ably are, necessary. There is also some evi- 
dence’*"'® that persons with myocardial infarc- 
tion more often have high blood cholesterol than 
do normal people. Gertler’* found a statistically 
significant increase in cholesterol, especially the 
ester fraction, in the blood of patients with in- 
farct as compared with a series of matched con- 
trols. This evidence is still not quite conclusive; 
at any rate, it is certain that many patients with 
myocardial infarction have normal cholesterol 
levels and that, in all probability, many with in- 
creased levels—as in heterozygous essential 
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hypercholesterolemia*—do not have premature 
atheroma. 

As we have shown before, the circulating 
cholesterol level may not be affected by diet, so 
that hypercholesterolemia (and its resultant in- 
crease in atheroma) is probably the result of 
endogenous factors. It follows that the consump- 
tion of fat, even with a high percentage of 
cholesterol, will do harm in other ways, if at 
all. Moreton’* advanced the theory that chylo- 
microns present in the blood after meals entered 
the intima. Cholesterol, carried along, even if 
only in a small fraction, would be left behind in 
the intima after the balance of the fat was more 
easily disposed of. Atheromatosis could then be 
the end result of the bombardment of the in- 
tima by innumerable showers of such particles 
during years of ingestion of food containing 
fat. Zinn and Griffth’® found the percentage 
of chylomicrons to be higher than that of 
hypomicrons in the fasting blood of patients 
with coronary disease (as compared with the 
fasting blood of normal controls). Becker and 
co-workers’® have demonstrated a diminished 
tolerance to postprandial chylomicrons, that is, 
a tendency for them to persist in the blood, 
with advancing age. Gofman™ found that pa- 
tients with coronary disease had a higher per- 
centage of large lipid particles than are present 
in normal blood, but these were not of chylo- 
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micron size. We will return to this evidence 


later. At this point we may say that Moreton’s 
hypothesis is far from proved. We will return 
to the possible harm from diets high in fat. 


QUALITATIVE CHANGES IN THE BLOOD LIPIDS 


W: have thus far considered changes in 
the levels of normal constituents of the 
blood lipids. Of equal or possibly greater im- 
portance may be the existence of lipid particles 
different in physical or chemical nature from 
those usually present. This does not preclude the 
chance that these molecules may exist in small 
quantities in most persons. Gofman™ has in- 
geniously applied the ultracentrifuge to the 
study of the blood lipids. He has been able to 
divide the lipoproteins by their rate of floccula- 
tion using Svedberg (Sf) units to measure size. 
He recognizes four groups: (1) larger than 75 
Sf units. These are chylomicrons and are found 
in alimentary lipemia; (2) 30 to 70 Sf units. 
These particles contain some cholesterol and 
constitute the major fraction of alimentary 
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lipemia; (3) 10 to 30 Sf units. These have a 
molecular weight of 3,000,000. This class may 
be subdivided into three groups, each contain- 
ing about 30 per cent cholesterol; (4) 3 to 8 Sf 
units. This class contains the major portion 
of the blood cholesterol; also phospholipids, 
usually referred to in the literature as Br lipo- 
protein. 

It is group 3, of the Sf 10 to 30 unit size, 
which he thinks may be related to atheroma. In 
cholesterol-fed rabbits, for example, atheroma 
developed most frequently in those having a 
high percentage of group 3 particles; atheroma 
was much less frequently observed in those not 
having a high percentage of group 3 particles 
or in which this condition was prevented by the 
use of iodides. Gofman also found in patients 
with myocardial infarct “the almost universal 
occurrence of cholesterol-bearing molecules of 
the Sf 10 to 20 class at fairly high levels in the 
blood.” They were also found in concentrations 
higher than normal in patients with hyperten- 
sion, diabetes and hypothyroidism—who are, of 
course, likely candidates for coronary disease— 
and in persons with angina pectoris who pre- 
sumably already had had coronary disease with- 
out clinical infarction. This fraction may be 
identical to the “readily extractable” cholesterol 
described by Fowlkes and Forbes.”° 

Of considerable interest is Gofman’s observa- 
tion that in rabbits atypical molecules of group 
3 appeared after a preliminary rise in the Sf 
5 to 8 class. Therefore this might “represent 
the results of an overflow above the capacity of 
the rabbit to handle cholesterol via normally 
occurring lipoproteins.” If this were true in 
human beings, it might provide an explanation 
for the observation®® that high fat diets seem to 
speed the progress of the disease in patients 
who already have coronary atheroma. 


CHANGES IN THE RATIO BETWEEN THE 
LIPID FRACTIONS 


As we have seen, high plasma cholesterol 
levels are often associated with atheroma but 
not necessarily so. There is by now considerable 
evidence that the ratio between cholesterol and 
the other blood lipids may be important and 
that other fractions may stabilize the cholesterol 
so that it remains in the blood stream. 

Ladd, et al.24 and Davidson, et al.?"* first 
pointed out the protective influence of a high 
phospholipid level against rises in the choles- 


terol. Peters, et al.*? showed that in some forms 
of liver disease the phospholipids bear a definite 
relationship to the free cholesterol. Ahrens and 
Kunkel observed that their patients with xan- 
thomatous biliary cirrhosis had elevated choles- 
terol and serum lipids but a clear serum and no 
undue tendency to coronary disease. In such in- 
stances the level of phospholipids was increased 
to a proportionately greater degree than was the 
cholesterol level. This high ratio of phospho- 
lipids to cholesterol is interpreted as probably 
having a stabilizing effect. Gertier’* found that 
the ratio of phospholipids to cholesterol was 
diminished in patients with myocardial infarc- 
tion when compared with the ratio in matched 
controls. 

The constantly increasing evidence that the 
balance between the lipid fractions is of signifi- 
cance seems at present to be of the greatest im- 
portance. Much investigation remains to be 
done, especially with regard to the possibility of 
using these facts in the therapy and prevention 
of coronary disease. Hueper** has stressed the 
importance of lecithin as a colloidal stabilizer. 
Some effort already has been directed toward 
using this and similar preparations in the pre- 
vention and treatment of atheroma, but the 
results are obscure and the efficacy of this meth- 
od is still in considerable doubt. 


OTHER SERUM FACTORS 


Faber’ has discussed a “cholesterolytic prop- 
erty of the serum.” He advances the hypothesis 
that a diminution or failure of this normal 
property may favor the deposition of cholesterol. 
It would seem quite possible that some such 
factor might be part of the very obscure physio- 
logic mechanism whereby the level of choles- 
terol is maintained. 


W: have thus far seen that at least two 
groups of factors may determine whether 
or not lipids will be deposited in the arterial 
walls. First, there is a predisposition to infiltra- 
tion on the part of the wall itself which may in 
turn be determined by constitutional or local in- 
fluences. Second, there is the composition of the 
blood which flows along the intima. It is quite 
possible that the two are interrelated. 

As clinicians we should now ask ourselves 
whether there are therapeutic implications in 
the previous discussion. Some of these implica- 
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tions have been self-evident. Certain segments 
of the population can be recognized as being 
particularly vulnerable to coronary disease, thus 
requiring special care: sufferers from diabetes, 
hypertension, hypothyroidism, nephrosis and 
hypercholesterolemia and those with family his- 
tories of coronary disease. Other persons, not 
falling into any of these categories, eventually 
may be identified as being susceptible because of 
other peculiarities of their blood lipids. Still 
others will form the most vulnerable group of 
all—those who already have coronary disease or 
myocardial infarction and are therefore highly 
likely to have further advance of their disease. 

Preventive measures and therapy of establish- 
ed cases, as far as they concern fat metabolism, 
probably will be approximately the same and 
will be considered together at this time. There 
will first be the trial of substances which in ani- 
mals seem to prevent fat deposition: potassium 
iodide, thyroid extract, lecithin, choline, deter- 
gents of various sorts. Some of these already 
have been tried without conclusive results. Some 
or all of these may be found to operate by 
means of changes in the phospholipid-choles- 
terol or some similar ratio. 

Dietary measures already are being tried. 
Cholesterol in the food is being sharply reduced 
or eliminated with, so far, indifferent promise 
of success. In many cases the blood cholesterol 
level will be reduced; the number of Gofman’s 
Sf 10 to 20 particles may be diminished. Wheth- 
er this will result in a decreased incidence of 
arterial disease remains to be seen. In many cases 
diets of this kind, low in fat and cholesterol, 
usually will have the salutary effect of reducing 
the body weight. It would seem at present that 
this is about the best preventive measure we 
have for getting rid of obesity and for keeping 
the patient from gaining weight. This is an 
aspect of the problem which we have scarcely 
touched on, but there is overwhelming evidence 
that obesity is an important etiologic factor in 
coronary disease. 

There is the obverse aspect of the problem 
which is concerned more with prophylaxis than 
with cure. Will diets Aigh in fat or cholesterol 
damage the coronary intima? As mentioned 
before, it has been suggested that the constant 
bombardment of the vessel wall by fat particles, 
either chylomicrons or smaller molecules, may 
result in atheroma if continued over a sufficient 
length of time. Various animal experiments have 
been cited to support this view. These labora- 
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tory procedures are interesting and elucidating 
but have as yet unproved relevance to human 
problems. It is naturally most difficult to per- 
form such experiments in man; high fat diets 
are hard to follow and results would scarcely be 
valid unless the diet were followed for years. 

Recently we published a study of patients 
with known coronary disease who were placed 
on a diet high in fat (and cholesterol) for the 
treatment of peptic ulcer.” The diet was the 
regimen commonly employed in such cases and 
contained large amounts of butter, cream and 
eggs. The patients selected were all men past 
the age of 45 years who had definite coronary 
disease with previous infarction or unquestion- 
able angina pectoris with changes in the electro- 
cardiogram. In all such cases, the high fat diet 
was started after the patient had coronary dis- 
ease. In almost all the cases the diet seemed to 
have an adverse effect on the course of the dis- 
ease. The downhill progress of the illness seem- 
ed sharply accelerated; the percentage of pa- 
tients who developed second infarctions a year 
or two after starting the diets seemed much 
greater than one would expect from the natural 
history of the disease. 

As a control series, our patients were contrast- 
ed in the first paper with a group of patients of 
about the same age and sex who had previous 
myocardial infarction, had then developed gall- 
bladder disease and been placed on low fat 
diets. Far fewer of these showed deterioration 
of their symptoms in the same period of time 
(two years) than did those in the first group. 


Ne further control for a disease in which the 
course is so variable and to prove a some- 
what different point, a third series was studied 
and is reported here. This group consisted of 
20 patients matching those of the first series as 
far as possible in regard to age (all over 45), 
sex (all male) and ethnic class. These were pre- 
viously normal persons who had experienced 
symptoms of peptic ulcer for the first time after 
the age of 40 and had been placed on a high 
fat diet, usually the Sippy regimen. They had 
followed this diet for at least eight years (in 14 
cases over 10 years) at the time of study. None 
of these had had any symptoms referable to the 
heart when the ulcer was first discovered; in a 
few cases normal electrocardiograms, chest 
roentgenograms or blood pressure readings were 
found prior to starting the diet. All have had 
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careful cardiac surveys within the past year. 
None of them have had symptoms of coronary 
or other cardiac disease. Only 2 have had devia- 
tions from the normal in the electrocardiograph- 
ic tracing and these consisted only of minor 
slurring of the main complexes. Both of these 
patients had normal electrocardiographic exer- 
cise tolerance. 

Our observations are, of course, too limited in 
extent to permit final conclusions, but so far 
they indicate that: 

1. High fat diets do not seem harmful to per- 
sons with normal coronary vessels. 

2. High fat diets (in contrast to low fat diets) 


seem to accelerate the course of coronary 
atheroma in persons who already have signifi- 
cant clinical disease. 

These findings would seem to point definitely 
to the importance of special susceptibility on 
the part of the coronary vessels, perhaps the 
result of general or local factors previously dis- 
cussed. They would also appear to emphasize 
the possible hazard of exposing to a high fat 
diet a person who has established coronary dis- 
ease. No conclusions can be drawn from this 
study regarding the efficacy of low fat (or 
cholesterol-free) diets in managing persons with 
involvement of the coronary arteries. 
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HE American Urological Association is offering an award of $1000 (first 
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some clinical or laboratory research in urology. Competition is limited to urologists 
who have been in such specific practice for not more than five years and to men 
in training to become urologists. The first prize essay will appear on the program 
of the forthcoming meeting of the Association at Atlantic City in June 1952. 

For full particulars, write Dr. Charles H. de T. Shivers, Boardwalk National 
Arcade Building, Atlantic City, New Jersey. Essays must be in his hands before 


February 15, 1952. 
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Malignant Ovarian Tumors 


FREDERICK H. FALLS* 


UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE, CHICAGO 


Because the ovary has no direct communication with the body surface, patho- 
logic deviation in size from the normal is very often overlooked in its earlier 
development at which time much more favorable prognosis can be given as far as 
operative cure is concerned. Various types of malignant ovarian tumors are here 
presented—together with some data on how they differ clinically one from the 
other—in the hope that the points here described will be helpful in differentiat- 
ing between them, thus aiding in the clinical management. 


is not easily available for examination. 

Rarely, therefore, is an early carcinoma of 
the ovary found, and for that reason the results 
in management of carcinoma of the ovary have 
not been as good as they might be. 

In a person who has carcinoma there is a 
biologic disturbance; something is wrong with 
the fundamental process of cell division with 
the result that instead of a normal physiologic 
division and subsequent production of two nor- 
mal cells, there is an abnormal, atypical change. 
This in turn results in cells which continue to 
be abnormal and atypical. When this occurs in 
the ovary early in the development of a car- 
cinoma, no one has any information as to what 
is happening. This process can continue for a 
long time before outward manifestations lead 
to examination and correct diagnosis. 


T= ovary, unlike the breast and the uterus, 


MALIGNANT PSEUDOMUCINOUS CYSTADENOMAS 


Solid malignant tumors of the ovary are 
symptomless in their early development. Their 
size increases more slowly than does that of 
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cystic tumors, and therefore they cause less pres- 
sure symptoms. They are seldom larger than 
16 to 20 cm. in diameter, and ascites is uncom- 
mon until the later stages of the disease. Menses 
may be normal, or menorrhagia and oligomen- 
orrhea may be noted, or there may be post- 
menopausal spotting. 

Vaginal examination reveals the uterus to be 
displaced by a tumor mass which feels hard 
and sometimes nodular on the surface. These 
tumors are usually fixed by adhesions, but they 
may be free; occasionally torsion of the pedicle 
produces acute pain, ascites, and gangrene of 
the tumor with fever, leukocytosis, rebound 
tenderness and evidence of localized peritonitis. 

In the later stages of the disease, loss of 
weight, anorexia, cachexia, ascites and swelling 
of the abdomen dominate the picture. 

Malignant degeneration occurs in about 5 per 
cent of all pseudomucinous cystadenomas of the 
ovary, according to Meyer, and furnishes 7 per 
cent of all ovarian carcinoma, according to 
Norris and Vogt. Growth is rapid and relatively 
painless. Malignant cells may involve small areas 
or the whole ovary, and penetrate the capsule 
to metastasize throughout the peritoneum, pro- 
ducing malignant ascites and pseudomyxoma 
peritonaei. 
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SEROUS PAPILLARY CYSTADENOCARCINOMA 


Serous papillary cystadenocarcinoma is the 
most common form of ovarian cystic carcinoma. 
Some are histologically benign and clinically 
malignant, and this may complicate the clinical 
management. These tumors should be removed 
intact, but when they are intraligamentary they 
present serious technical difficulties in carrying 
out this objective. These metastatic implants re- 
semble those of the pseudomucinous cystaden- 
oma, although the cell itself is different, being 
a cuboidal cell instead of a columnar mucus- 
producing cell. 

It is possible, although not commonly done, 
to view these cystadenocarcinomas, of both 
pseudomucinous and serous types, through the 
culdoscope when they are small. This instru- 
ment is coming into greater use as more people 
are interested in culdoscopy. 


DERMOID CYSTS 


Dermoid cysts with carcinomatous changes 
are rarely seen clinically. The cells of the epi- 
dermoid plate undergo varying degrees of 
squamous-cell carcinomatous change. They may 
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be either medullary or scirrhous. The epider- 
moid growth is usually of a highly differenti- 
ated variety with pearl formation, that is, the 
spinal cell type of Novak. Metastases in this 
type of tumor are rare. The cells may resemble 
endometrial cells of varying grades of malig- 
nancy. If epithelial elements predominate, the 
tumor is medullary; if connective tissue pre- 
dominates, it is scirrhous carcinoma, and when 
elements are evenly balanced, it is a carcinoma 
simplex. 

Solid adenocarcinomas of the ovary frequent- 
ly metastasize to the body of the uterus. Wheth- 
er they originate from endometrial implants is 
questionable. Degenerative changes often occur 
in the center of the tumor and are usually due 
to circulatory changes, the malignant cells out- 
growing their blood supply. 


ARRHENOBLASTOMAS AND THECA-CELL TUMORS 


Arrhenoblastomas arise from cells in the 
ovary which produce structures seen only in 
the testicle under normal conditions. These pro- 
duce masculinizing hormone and are of low 
grade malignancy. They are solid, usually uni- 
lateral, and may be pinhead to man’s head in 
size. They are frequently of a tannish color, 
rarely as large as many other solid tumors of 
the ovary, and seldom form distant metastases. 

Theca-cell tumors of the ovary may be con- 
siderably larger than the arrhenoblastomas and 
produce a feminizing hormone. They are ger- 
minal tissue tumors composed of cells indis- 
tinguishable from those of the theca interna of 
the mature graafian follicle. They are unilateral, 
commonly occur after the menopause, and vary 
from 5 mm. to 30 cm. in diameter. They may 
retain the shape of the ovary or may be ovoid 
or roundish. Liquefaction, necrosis and hemor- 
rhage often occur, but the tumors are rarely 
malignant. Sometimes it is difficult to determine 
microscopically whether they are malignant. 


GRANULOSA-CELL TUMORS 


F the various hormonal-producing tumors, 

by far the most common is the granulosa- 

cell tumor. It is, as a rule, solid, except that 

there may be cystic degenerative change in the 
parenchyma of the tumor. 

This is a distinctive female germinal tissue 

type of tumor of polymorphic pattern resulting 

from an attempt to reproduce varying phases 
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of embryonal development of the graafian fol- 
licle. It is physiologically active, often has a 
feminizing influence, and is of low grade malig- 
nancy. It probably originates from remnants 
of the early mesenchymal core of the ovary, 
according to Novak. The tumor varies in size 
from a few millimeters to 36 cm. in diameter. 

In a series of feminizing tumors studied at 
the County Hospital 3 occurred in white wom- 
en and 13 in Negro women. This type of tumor 
is more common in the fourth and fifth decades 
of life. None of the theca-cell tumors were 
malignant, a fact which emphasizes the point 
made before—that these are relatively less malig- 
nant than the granulosa-cell tumors. On the 
other hand, the granulosa-cell tumors occurring 
in white women were malignant in two and in 
Negro women were malignant in six. So you 
see that there is a marked preponderance of 
malignancy in granulosa-cell over theca-cell 
tumors. 


DYSGERMINOMA 


ROSSLY it is difficult to say at the operating 
(. table whether or not a tumor is the granu- 
losa-cell or dysgerminoma type. The necrosis 
which occurs in the center is pretty much the 
same; the color of the tumor may be very much 
the same. It is not until we get to the associated 
symptoms produced by the tumor that we are 
able to make a diagnosis. 

This type of tumor usually occurs in younger 
patients. It grows more rapidly and may be bi- 
lateral. True or pseudohermaphroditism often 
is present, as well as uterine or ovarian hypo- 
plasia, primary amenorrhea and hirsuties. The 
tumor produces no hormone. It is successfully 
removed early; later the ovarian capsule, tubes 
and general peritoneum are invaded by met- 
astases. 

The dysgerminoma is very radiosensitive, 
and it is for this reason that women should be 
examined promptly, as soon as they appear with 
any of the symptoms just listed. Prompt re- 
moval should be undertaken as soon as possi- 
ble in order to prevent the penetration of the 
capsule and metastases. 


TERATOMA 


Teratoma of the ovary is an embryologic mal- 
formation and contains various forms of tissue, 
mesoderm, epithelial tissue and endoderm. Ma- 


lignancy may occur in any one of these tissues 
inside of this tumor. 

Biologically the teratoma is a malformation. 
Secondary malignancy arises from (1) diverse 
tissues included in the tumor, (2) coexisting 
malignant ovarian tissue, or (3) extension from 
malignant changes in neighboring structures. 
Adhesions are frequent; infiltrative growth is 
relatively rare. 

The symptoms depend on the rate of growth 
and the tumor’s position in relation to other 
pelvic organs. Both sarcomatous and carcin- 
omatous degeneration may occur. 


KRUKENBERG TUMOR 


The Krukenberg tumor is a metastatic car- 
cinoma which originates from various sources 
such as the bowel, the stomach, and elsewhere 
along the gastrointestinal tract. 

The primary tumor is often obscure. The 
ovarian enlargement may be the first manifesta- 
tion. It may occur in young or old women. 
These tumors grow relatively slowly, are myxo- 
matous, often bilateral, and weigh up to 2000 
gm. Extensive invasion of the abdominal, pleu- 
ral and axillary lymphatics, plus ascites and 
hydrothorax, occurs. These tumors are uni- 
formly fatal. The fatality may be due to the 
neglected ovarian carcinoma or to the original 
tumor, even if the ovarian tumor is successfully 
removed. 


ADENOCARCINOMA OF THE CORPUS OF 
THE UTERUS 


In adenocarcinoma of the corpus of the uterus, 
tumor growth through the uterine wall is rela- 
tively slow. Late metastatic involvement of the 
parametrium, ovaries and lower vaginal wall is 
characteristic of this type of uterine tumor. 
What one should determine in these adeno- 
carcinomas of the corpus of the uterus is not so 
much the size of the original tumor, but wheth- 
er or not there is metastatic involvement of the 
ovary. If there is, then the broad ligament must 
be involved, because that is the only way the 
carcinoma cells can get from the uterus to the 
ovary, and therefore the prognosis is correspond- 
ingly less favorable. 

The opposite possibility is that a carcinoma 
of the ovary may metastasize into the uterus, 
and implantation may occur in one of two 
ways: either on the surface of the uterus, or into 
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the body of the uterus through the lymphatics. 
Ovarian carcinoma metastasizes via the broad 
ligaments to the uterine body. Therefore, hyster- 
ectomy is indicated when removing the ovary 
for carcinoma, and not only hysterectomy, but 
the other ovary must be removed for the sake 
of completeness. If one does not recognize the 
rich anastomosis occurring between the ovary 
and opposite ovary and between uterus and 
ovary, one may make the mistake of leaving 
some of this tissue when removing either the 
uterus or the ovary for carcinoma. 

Another mistake that is easy to make occurs 
when an adenocarcinoma of the body of the 
uterus is combined with vaginal metastases. 
The symptoms produced by the carcinoma may 
easily be ascribed solely to the uterine tumor 
and a simple hysterectomy, either total or supra- 
cervical, may be done, leaving the adenomatous 
metastasis in the vagina. Also a metastasis from 
the uterus to the ovary may be microscopic at 
the time of removal and therefore impossible to 
see, palpate or appreciate clinically. 

Invasion of the ovary is usually bilateral and 
occurs by extension of adenocarcinoma of the 
uterus through the broad ligament to the lym- 
phatics. Extension is usually rather late in the 
course of the disease as compared with spread 
of cervical carcinoma. That is the hopeful fac- 
tor. Both tubes and both ovaries must be re- 
moved when operating for carcinoma of the 
uterus, even in a young woman. We cannot let 
our sympathies impair our judgment when it 
comes to removing ovarian tissue in these cases. 


LUTEOMA 


Soap solid, lobulated tumors, usually occur- 
ring in elderly women, frequently are found 
to be luteomas. The cells resemble lutein cells 
and they may stem from membrana granulosa 
cells in the ovary. Some are of low grade malig- 
nancy. Surgical removal followed by x-ray will 
usually give a good prognosis. Masculinizing 
symptoms have been noted in some cases. 

As previously stated, ovarian carcinoma may 
spread extensively without presenting clinical 
symptoms. The woman who comes into a doc- 
tor’s office and who leaves without having had 
an examination to determine whether or not 
there is any ovarian pathology which might be 


malignant has not been treated fairly. It is not 
difficult to recognize by physical examination 
the presence of a tumor mass in the region of 
the ovary. 

If such a mass is located, what is the next 
step? For example, if the tumor is the size, let 
us say, of a tennis ball, what do we do? The 
next step is to observe that tumor monthly to 
determine whether it might be a large follicular 
cyst, which is perfectly simple and not worthy 
of surgical intervention, or whether it might be 
a developing ovarian carcinoma. If the tumor 
grows rapidly one is not justified in ignoring it. 
The only safe thing to do is either a lapar- 
otomy or a culdoscopic examination, and see 
what that ovary looks like. In other words, 
you must appraise why that tumor is growing 
rapidly. 

The removal of the ovary or a biopsy taken 
at the time of laparotomy, with a frozen section, 
will establish the diagnosis of malignancy in 
most cases without determining the type of 
ovarian tumor present. If there is any doubt, 
especially if the woman is very young, it will 
do no harm to wait until the more complete 
pathologic study can be performed; however, to 
allow these tumors to develop to the size of a 
grapefruit, the size of a football, or that of a 
basketball before attempting to make a diag- 
nosis, just because they do not produce pain or 
marked pressure symptoms, shows poor judg- 
ment and is one reason there is such a high 
mortality with these ovarian tumors. 

If I can leave one thought with you, it is 
that in any woman—and even in female chil- 
dren—the appearance of any pressure symp- 
toms in the region of the pelvis is at the very 
least an indication for a thorough pelvic exam- 
ination. This can be done rectally in children 
and the tumor satisfactorily appreciated. 

In these cases, then, careful examination, 
evaluation and observation of the growth of the 
tumors are extremely valuable from the stand- 
point of early diagnosis. If these tumors are 
diagnosed early, before they penetrate the cap- 
sule and before they become adherent to other 
structures, there is a very good chance of their 
complete removal. Furthermore, a number of 
them are rather x-ray sensitive and therefore 
we have that additional factor to help us in 
eradication of the disease after the diagnosis and 
surgical removal have been accomplished. 
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damental matter as the terminology of 

the different portions of the stomach. 
Textbooks of anatomy, physiology and surgery 
are often in disagreement in this regard. X-ray 
reports or operative notes will many times de- 
scribe a lesion as being in the cardia of the stom- 
ach when in reality it is in the fundus. Even the 
exact location of the cardia is not always well 
understood. Obviously, the terminology of the 
anatomic divisions of the stomach should be 
standardized. Figure 1 shows the exact loca- 
tions of the various divisions and the generally 
accepted nomenclature. 


C ONSIDERABLE confusion exists in such a fun- 


ANATOMIC DIVISIONS 


The portion of the stomach lying above an 
imaginary horizontal plane passing through the 
cardiac orifice is called the fundus. The muscu- 
lar ring encircling the lower end of the esopha- 
gus is commonly known as the cardiac sphincter 
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The surgical significance of the anatomic struc- 
ture and the physiologic function of the various 
divisions of the stomach are presented, together 
with a discussion of the relative merits of the 
most commonly employed surgical operations 
for duodenal, gastric and anastomotic ulcer. 


or the cardia. The more or less vertical portion 
of the organ below the fundus is called the body. 
The succeeding portion, represented by the hook 
of the J in the case of the J-shaped stomach, is 
known as the pyloric part (pars pylorica) and 
consists of a proximal chamber, the antrum or 
pyloric vestibule, and the pyloric canal through 
which the stomach communicates with the 
duodenum. 


GASTRIC GLANDS 


There are four types of cells in the gastric 
glands (Figure 2). Since many different names 
have been proposed for them, the nomenclature 
is rarely the same in any two descriptions. The 
four types are body chief or zymogenic cells, 
parietal cells, mucous neck cells and argentaffine 
cells (cells of Heidenhain). 

The chief cells are arranged in a simple layer 
on the inner surface of the basement membrane 
and line the lumen in the lower half or third of 
the glandular tubule. The granules within these 
cells are believed to contain pepsinogen, the 
antecedent of the enzyme pepsin. 

The parietal cells, also known as oxyntic cells, 
are of great surgical importance because they 
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FicurRE 2. After Braus, H.: Anatomie des Menschen. 
1924, Berlin. 


secrete hydrochloric acid. They are scattered 
singly among the chief cells but are more 
numerous toward the neck of the gland. They 
are of spherical, sometimes slightly triangular, 
shape and occupy a peripheral position between 
the chief cells and the basement membrane. 
Sometimes they even cause bulgings on the outer 
surface of the glands, especially after prolonged 
activity of the glands when the chief cells are 
small. They give the gland a beaded or varicose 
appearance. 

The distribution of the parietal cells, the acid- 
forming cells of the stomach, is shown in Figure 
3. The solid black area in the body of the stom- 
a ach indicates where these cells are seen in the 
 — greatest numbers and is designated, therefore, 
as 100 per cent maximal. On the lesser curvature 
in the hatched area at the incisura angularis 
these acid-forming cells are not so numerous 
and the area is designated as 75 per cent 
maximal. As very few of these cells appear in 
the proximal portion of the body of the stom- 
ach or in the fundus, this area is marked as 50 


epithelium 


per cent maximal. Practically no parietal cells are 
formed in the pyloric portion of the stomach. 


INCE practically all surgical operations for 

benign ulcer of the stomach and duodenum 
are based on the removal or inactivation of these 
acid-producing areas, the meaning of Figure 3 
is plain. It must be clearly borne in mind, how- 
ever, that although the pyloric portion of the 
stomach (the antrum) contains almost no 
parietal cells, nevertheless this portion of the 
stomach is rich in hormones which stimulate 
acid secretion elsewhere in the stomach. 

The mucous neck cells are found in the neck 
of the gland where they are arranged in one 
layer and fill the spaces between the parietal 
cells. Toward the bottom of the gland they are 
abruptly succeeeded by the chief or zymogenic 
cells. 

Argentaffine cells are moderately abundant in 
the fundic glands and are less frequent in the 
pyloric glands. These cells are scattered singly, 
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between the basement membrane and the chief 
cells, and have a somewhat flattened shape. 
They are more numerous in the duodenum. As 
their distribution parallels that of the intrinsic 
antipernicious anemia factor, it has been sug- 
gested that they may be related to this substance. 


NERVE SUPPLY OF THE STOMACH AND 
RELATED VISCERA 


Intrinsic innervation—The gastrointestinal 
tract is supplied by intrinsic as well as extrinsic 
innervation (Figure 4). The intrinsic nervous 
mechanism is composed of at least two distinct 
but interrelated plexuses; the plexus of Meissner, 
contained within the submucosa, and the plexus 
of Auerbach, between the muscular layers. Both 
nerve nets provide the alimentary canal with 
independent local automatism. Apparently these 
intrinsic nerves are capable of conducting 
impulses over considerable distances. Vagal im- 
pulses might, therefore, be transmitted distally, 
after division of the vagus nerve, through a 
segment of the esophagus or stomach. 

Extrinsic innervation—Sympathetic: Visceral 
efferent impulses are conveyed from central 
ganglia in the diencephalon to preganglionic 
neurons, the cells of which lie in the inter- 
mediolateral column of the spinal cord. The 
axons emerge over the lower seven or eight 
pairs of thoracic nerves, leave through the white 
rami, and continue through the corresponding 
paravertebral ganglia. Their fibers join to form 
the greater, lesser, and least splanchnic nerves, 
and descend under the diaphragm to the celiac 
and other pre-aortic ganglia. Postganglionic 
fibers are then continued to the stomach. 


I a restricted sense it may be said that the 
sympathetic and vagus nerves are antagonis- 
tic in their action, the end result representing a 
balancing of the opposing mechanisms. Al- 
though the sympathetic nerves appear to exert 
little influence on secretion, except slightly 
through vasoconstriction, they are believed to 
inhibit motor activities of the smooth muscles 
with the exception of the sphincters. The affer- 
ent neurons convey visceral sensation and the 
pain which is incident to irritation and luminal 
distention. 

Parasympathetic: The vagus nerves supply 
the alimentary canal with parasympathetic in- 
nervation as far as the proximal third or half 
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Figure 4. After Houser, R. H.: The Autonomic Nerv- 
ous System. Graphic Aids to Neurology, Series 2. 1945, 
Scientific Illustrators, San Diego, California. 


of the transverse colon. They originate in the 
medulla and pass as preganglionic efferent 
axons without interruption to the viscera. Long 
afferent fibers extend in the opposite direction 
along these nerves. 

The effects on gastrointestinal function of 
impulses mediated over the vagi are to increase 
blood flow, stimulate secretion and heighten 
motor activity except at the sphincters. 


GASTRIC ACTIVITIES 


Motor—The smooth muscles of the stomach 
possess two principal types of motor activity, 
tonus and peristalsis (Figure 5). These are prin- 
cipally under neurogenic control. The relation- 
ship between psychic or emotional upsets and 
motility disturbances has been clearly evident 
since Beaumont’s classical direct observations on 
his patient, Alexis St. Martin, in 1825. Motor 
activities appear also to be heightened somewhat 
by a hormone liberated during the peak of the 
digestive cycle. 

Tonus is a continuous or reactive state en- 
abling the gastric wall to be kept in close ap- 
proximation to the ingesta and is most evident 
in the proximal two thirds of the stomach, the 
reservoir of the food. Peristalsis consists of 
rhythmic contractions and is most evident in 
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GASTRIC ACTIVITIES 


1. MOTOR pont mediated Tones 
through nervous system 


2. SECRETORY 
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FIGURE 5. 


the pyloric portion of the stomach. 

Secretory—There are three phases of gastric 
secretion: the cephalic or psychic, the gastric 
or hormonal, and the intestinal. 

The cephalic or psychic phase consists of the 
initial 20 to 30 minutes of digestion. During 
this period secretion occurs as a consequence of 
conditioned reflexes from psychic or appetite 
stimuli, mediation taking place entirely through 
the vagi. This secretion, the “appetite juice,” is 
rich in pepsin as well as hydrochloric acid and 
therefore possibly may be capable of greater 
proteolytic activity than is the secretion of the 
second or gastric phase. 

At the turn of the century, the experimental 
studies of Pavlov and his co-workers clearly 
demonstrated that division of the vagi inhibits 
the flow of appetite juice. Subsequently, Carl- 
son’ showed that, while this procedure dimin- 
ishes secretion, it does not abolish the other great 
phase of digestive secretion, the gastric phase, 
sometimes called the hormonal or humoral 
phase. 

According to Alvarez,” Okada and his asso- 
ciates demonstrated experimentally in 1930 that 
hypoglycemia, induced by the injection of in- 
sulin, usually provokes the secretion of appetite 
juice, presumably by stimulating the central 
parasympathetic centers. Moreover, they found 
that this effect could be inhibited by severing 
the vagi. These observations have been popu- 
larized by Hollander*® and his associates as a 
method of ascertaining the extent of neural in- 
fluence in secretion as well as the physiologic 
sufficiency of vagus resection. This is commonly 
known as the insulin test. 


HE gastric or hormonal phase of digestive 

secretion is of longer duration and the secre- 
tion results principally from influences acting 
on the stomach proper. Distention of the gastric 
lumen occasionally stimulates the flow of small 
quantities of juice. This is of little moment, 
however, as compared with the excitation caused 
by such food derivatives as meat extracts and 
by-products of peptic hydrolysis. Evidence has 
accumulated suggesting that such secretagogues, 
by their action upon the gastric mucosa (prob- 
ably not upon the antral mucosa alone as 
Edkins* surmised), give rise to a hormone which 
stimulates the glands of the fundus. Many ob- 
servers maintain that this effect is occasioned 
simply by the liberation of histamine. In any 
event, the injection of histamine has proved to 
be a useful method of stimulating the flow of 
gastric juice and is being utilized to reflect the 
status of the gastric flow or hormonal phase of 
secretion. 

That the gastric phase is also under vagal in- 
fluence is suggested by the fact that histamine- 
provoked secretion tends to be diminished after 
interruption of these nerves. Thomas and 
Komarov’® attribute this tendency to a failure 
on the part of the stomach to respond to secre- 
tory stimuli because of the gastric atonicity in- 
cident to vagus resection. 

In the intestinal phase of digestive secretion a 
small amount of gastric juice is secreted when 
the acidified chyme leaves the stomach and 
comes in contact with the intestinal mucosa. The 
exact mechanism responsible for this phase is 
not clearly understood. It seems probable, how- 
ever, that it too may be hormonal in character, 
the result of split digestive products in the food 
acting on the mucosa. To a limited extent vagal 
impulses may similarly exert some influence on 
this phase. 


PATHOGENESIS OF CHRONIC PEPTIC ULCER 


1. Hydrochloric acid—pepsin factor 
2. Absence of extrinsic protective mechanism 
a. saliva 
b. mucus 
c. regurgitation of alkaline duodenal juices 
d. food buffering 
3. Loss of intrinsic protective mechanism 
a. trauma 
b. allergy 
c. infection 
d. vasospasm 
e. myospasm 


Peristalsis 
b. Gastric — hormonal 
c. Intestinal — hormonal : 


FUNDAMENTAL PROBLEMS IN SURGICAL 
MANAGEMENT OF ULCER 


Vagus nn. 
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FIGURE 6. 


4. Systemic factors 
a. neurogenic via parasympathetic nerves 

(1) hypoglycemia 
(2) mineral imbalance 
(3) allergy 
(4) infection 
(5): alcohol 
(6) tobacco 
(7) psychic and emotional changes 
(8) organic lesions 


| pmenes to explain the origin and chronicity of 
peptic ulcer continue conjectural and not 
altogether satisfactory. At present prevailing 
opinion subscribes to the thesis that hydrochloric 
acid-pepsin proteolysis of vulnerable alimentary 
mucosa is the common denominator in the 
genesis of peptic ulcer. 

Although this combination constitutes the 
immediate mechanism in the development of 
ulcer, there is reason to suspect that the ultimate 
motivating force is a neurogenic disturbance, a 
parasympathetic overflow of the autonomic 
nervous system. Whereas the neurogenic factor 
may play a large part in the causation of ulcer, 
there is little evidence available to justify rele- 
gating the chemical (hormonal) mechanism of 
secretion to an unimportant and subsidiary role 
in the genesis of ulcer. 


ANATOMIC AND PHYSIOLOGIC APPROACH 
TO SURGERY 


Figure 6 represents the two important phases 
of digestive secretion: the psychic or neural or 
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OPERATIONS FOR ULCER 


GASTROENTEROSTOMY 


1. Augments emptying 
2. Aids neutralization 
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FIGURE 7. 


cephalic phase, and the gastric or humoral or 
hormonal phase. Overstimulation of either or of 
both phases causes an overproduction of hydro- 
chloric acid, the most important factor in the 
etiology of peptic ulcer. The greatest number 
of acid-producing cells, the parietal cells, appear 
in the body of the stomach as represented in the 
shaded area in the illustration. This figure is 
presented to stimulate thought toward medical 
and surgical solution of these problems. 

Theoretically the ideal operation to correct 
the overproduction of acid would appear to be 
one that resects the vagus nerves, the hormonal 
area of the stomach, and all or almost all of the 
body of the stomach. Indeed, there are some 
who claim that a high gastric resection plus a 
vagus resection is the best operation for duo- 
denal ulcer, although others contend that the 
addition of vagus resection has not improved 
the results over those achieved with high gas- 
trectomy alone. 

In our opinion, however, the combined opera- 
tion may be of real benefit to those patients 
suffering from repeated duodenal or gastric 
hemorrhage or from repeated perforation. In the 
case of hemorrhage it is a well known fact that 
even after an adequate gastric resection there is 
recurrence of bleeding in a considerable number 
of patients. Vagus resection alone, however, has 
not proved to be a complete safeguard against 
bleeding, nor has vagus resection plus gastro- 
enterostomy. Nevertheless, at the present time it 
would seem reasonable to give patients suffering 
from repeated hemorrhage or repeated perfora- 
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tion the possible combined safeguards of both 
gastric resection and vagus resection. It must 
be borne in mind, however, that, following 
resection of the vagus nerves, symptoms of con- 
tinuing or new ulceration may be so masked 
that the first sign of trouble is an unheralded 
severe hemorrhage or a painless perforation. 


TYPES OF OPERATION 


M*" different operations have been tried 
in an attempt to cure ulcers of the duo- 
denum, of the stomach or of an anastomotic 
area. Only three operations, however, have 
proved sufficiently promising to warrant careful 
evaluation. These are gastrojejunostomy or some 
other short-circuiting drainage operation such 
as pyloroplasty; vagus resection, with or with- 
out an accompanying drainage operation, and 
partial gastric resection. Of greatest importance 
is the fact that the indications and contraindica- 
tions for the use of any of these operations vary 
greatly depending on whether the ulcer is lo- 
cated in the duodenum, in the stomach or in the 
vicinity of an anastomotic stoma. 
Gastrojejunostomy—Gastrojejunostomy (Fig- 


ure 7) is now generally regarded as an unsatis-. 


factory operation in the management of chronic 
peptic ulcer in all but the unusual instance. Ob- 
viously it is not applicable to gastric ulcer since 
ulcers in this location are frequently malignant. 

With an ulcer in the duodenum, however, 
gastrojejunostomy in the past enjoyed singular 
favor for a long time. In the great majority of 
cases, pain ceased immediately and the ulcer 
healed rapidly. The strongest indictment of gas- 
trojejunostomy, of course, is related to the fre- 
quency with which this operation is followed by 
anastomotic ulcer, especially in young individ- 
uals with pronounced hyperacidity. Neverthe- 
less, in the presence of a duodenal ulcer in a 
patient of the older age group, especially if 
there is a relatively low gastric acidity or if some 
pyloric obstruction exists, gastrojejunostomy may 
prove to be the wisest operation from the points 
of view of a lower operative risk and of a per- 
manently good result. Such an operation may be 
especially advisable if the ulcer in such a patient 
is so close to the common bile duct or so buried 
in the pancreas that its removal by operative 
resection might injure the common duct or 
cause acute pancreatitis, or result in an unsatis- 
factory closure of the duodenal stump. 

Vagus resection—The basis for vagus resec- 


tion rests on the premise that chronic peptic 
ulcer is a systemic disturbance, the underlying 
mechanism of which ultimately relates to para- 
sympathetic overflow leading to overactivity of 
the psychic or neural phase of digestive secre- 
tion. Hence, it is reasoned that division of the 
vagus fibers will lead to rapid amelioration, 
facilitate healing and prevent recurrence. 

There are several reasons for challenging the 
validity of this concept and for keeping in check 
any tendency toward overenthusiasm. For ex- 
ample, parasympathetic impulses on some occa- 
sions may be conveyed to the stomach over 
pathways other than the right and left vagus 
nerves; gastric acidity in time tends to return 
to the normal level following vagotomy, and 
interruption of the vagi could hardly be ex- 
pected to promote healing of an ulcer whose 
origin was not related to the psychic phase of 
digestion as produced by parasympathetic over- 
flow but to the hormonal phase of digestion. 

Vagus resection alone for duodenal ulcer has 
been all but abandoned, even by its most en- 
thusiastic initial proponents, largely because of 
the high incidence of subsequent physiologic 
gastric retention and obstruction. Diarrhea is 
another distressing sequela occurring in a fair 
proportion of cases. The present trend of com- 
bining the nerve operation with gastric drain- 
age was motivated not by the failure of vagus 
resection to promote healing, but rather by the 
frequency with which untoward sequelae de- 
veloped after operation. 

Vagus resection is contraindicated for gastric 
ulcer because acid levels are usually not elevated 
in the presence of gastric ulcer; gastric ulcers, 
for some unknown reason, have developed in a 
few patients subsequent to vagus resection for 
duodenal ulcer, and gastric ulcers may be malig- 
nant in nature. 

Vagus resection has a very definite place in 
the treatment of anastomotic ulcers, particularly 
after extensive gastric resection. In such in- 
stances the gastric or hormonal phase of diges- 
tion has been eliminated by the gastric resec- 
tion, and the other phase, the psychic phase, still 
remains to be dealt with. In patients in whom 
an anastomotic ulcer develops following gastro- 
jejunostomy, however, vagus resection is not so 
clearly indicated because the hormonal phase 
of digestive secretion would not thereby be af- 
fected. In these patients a more satisfactory 
operation consists of disengaging the anastomo- 
sis followed by adequate gastric resection. 
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Piya previously, vagus resection alone as a 
surgical cure for duodenal ulcer has been, 
for the most part, abandoned. However, vagus 
resection plus gastroenterostomy has a definite, 
if not yet fully assigned, place. The distinct im- 
provement which followed this change in treat- 
ment has been emphasized by authors to sub- 
stantiate the merit of this combination. How- 
ever, the immediate results of vagus resection 
when combined with a gastric shunt may be 
misleading since the latter procedure has, in 
itself, proved to be an eminently satisfactory 
though at times temporary method of dealing 
with duodenal ulcer. Trimble and Reeves® ob- 
served that more than go per cent of patients 
with peptic ulcer upon whom a posterior gastro- 
enterostomy had been performed were benefited 
and were well after a period of as long as 10 
years. Thus the combination of the two opera- 
tive procedures has further heightened the per- 
plexity as to the efficacy of vagus resection. 

Dragstedt,”*° to whom so much credit is due 
not only for his re-introduction and vigorous 
promotion of vagus resection but also for his 
stimulation of interest in gastric physiology, 
presents strong evidence for the immediate and 
sustained efficacy of vagus resection in healing 
duodenal ulcer. However, it must be borne in 
mind that whereas Dragstedt formerly recom- 
mended vagus resection alone as the operation 
of choice, giving as one of the chief advantages 
of the operation the avoidance of any gastro- 
intestinal anastomosis, he’ then encountered so 
many unpleasant sequelae to this operation, prin- 
cipally gastric retention, that he now recom- 
mends the routine performance of gastroenter- 
ostomy with every vagus resection for duodenal 
ulcer. 


3. ALL ANTRUM OR ANTRAL 


ULCER SITES AND OPERATIONS 


OPERATION 


PROBLEM 


Among others, George Crile, Jr.’* has prom- 
ising figures to support the value of the com- 
bined operation over those observed after gas- 
tric resection or gastroenterostomy alone. A 
varying incidence of healing of a duodenal ulcer 
after the combined operation has been reported 
by Walters,’* Healy’ and others. 

The final evaluation of vagus resection with 
and without a gastric drainage procedure can- 
not yet be made. More years will have to elapse 
before statistical postoperative figures have any 
real value. The crux of the problem lies in the 
question of whether or not the acidity in the 
stomach will return and, if it does return, 
whether it will reach its preoperative level or a 
level high enough to cause recurrence of the 
duodenal ulcer or occurrence of an anastomotic 
ulcer. 

Another possible serious complication follow- 
ing vagus resection with or without a gastric 
shunt may arise if the acid does not return and 
the stomach then remains in a state of per- 
manent anacidity. Low gastric acidity is com- 
monly encountered in conjunction with gastric 
carcinoma. Although it is not certain whether 
the presence of achlorhydria or hypochlorhydria 
is the consequence of the cancer, or whether, in 
fact, these physiologic alterations exert some 
influence on the development of cancer, never- 
theless it appears to us that to deprive an un- 
resected stomach of its motility and its acidity 
may not be as innocuous from the standpoint of 
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carcinogenesis as would seem to be the opinion 
at present. 

The operation of vagus resection plus gastro- 
jejunostomy has been employed by one of us 
(I.R.T.) on a limited number of selected patients 
with duodenal ulcer where the ulcer was so 
situated that its removal would have seriously 
threatened the common bile duct or endangered 
the closure of the duodenal stump. For such 
situations in the older age group, a simple gas- 
trojejunostomy may be, as already stated, the 
wiser operative choice, but in younger patients 
vagus resection should be added. 

A recent experience, however, has cooled our 
enthusiasm for vagus resection plus gastro- 
jejunostomy in the young individual with an 
ulcer so situated in the duodenum that resec- 
tion seems unduly hazardous. A young man 30 
years of age presented just such a problem at 
operation on October 10, 1950. He showed par- 
tial pyloric obstruction and a large ulcer on the 
posterior wall of the first and second portions of 
the duodenum. In consequence a very satisfac- 
tory and thorough resection of the right and left 
vagus nerves was performed through a trans- 
abdominal approach, and then a gastrojejunos- 
tomy was added. He recovered rapidly, return- 
ed to active work, and gained 30 pounds within 
two months. He followed a very sensible diet. 
Five months later, on March 7, 1951, without 
warning he commenced to vomit large amounts 
of fresh blood. A second hemorrhage followed 
several hours later. He was admitted to the hos- 
pital, treated conservatively for several days and 
then subjected to x-ray studies. A normally 
functioning gastroenterostomy was reported 
with no evidence of ulceration. A small amount 
of barium passed through the pylorus, no defect 
being seen there or in the duodenum. 

Because of the severity of the bleeding a re- 
section was decided upon, and at operation on 
March 109 the first portion of the duodenum was 


found greatly stenosed with the duodenal ulcer 
apparently healed. There was some external evi- 
dence of scarring at one point in the gastro- 
jejunostomy. A resection of the first portion of 
the duodenum was now comparatively easy. A 
high gastric resection including a segment of 
jejunum and the old gastrojejunostomy was 
then done. End to end anastomosis of the jeju- 
num was performed together with a gastric 
resection, a Hofmeister anastomosis being em- 
ployed in this case. 

Partial gastrectomy—It must be emphasized 
that while partial gastrectomy, the third type 
of operation, appears to be the most satisfactory 
one at present for chronic peptic ulcer, it too is 
associated with certain limitations and undesir- 


able sequelae. 


PARTIAL GASTRECTOMY FOR DUODENAL ULCER 


HERE exists considerable disagreement rela- 

tive to the effectiveness of gastric resection 
for duodenal ulcer. One of the most important 
reasons for disagreement is found in the strik- 
ing discrepancies observed when attempts are 
made to define the criteria which must be met 
in order for a resection to be adequate. It has 
become increasingly clear, however, that more 
favorable results are being achieved since the 
technic of gastric resection has become more 
precisely standardized and certain other require- 
ments are more rigidly enforced. 

It has been demonstrated that the best results 
with partial gastrectomy can be obtained only 
if 75 per cent or more of the stomach is excised, 
including the greater portion of the lesser curva- 
ture and all the pyloric antrum (Figure 8). If a 
duodenal ulcer is so situated (Figure 9) as to 
warrant division of the stomach just proximal 
to the pylorus, all the mucosa nevertheless must 
be excised. The latter procedure is necessitated 
by the stimulating effect which che antral hor- 


= 
i \ 
i : 
=> 
bs 


Surgical Treatment of Ulcer: Trimble and Lynn 477 


mones exert on the residual gastric mucosa. 

With the re-establishment of the continuity 
of the gastrointestinal tract after resection, a 
short afferent loop of jejunum must be used to 
avert the danger of future anastomotic ulcera- 
tion. In pointing out the need for additional 
safeguards, Wangensteen’® emphasized the im- 
portance of utilizing a short afferent loop in the 
anastomosis. This, he said, facilitates the forma- 
tion of secretin and, therefore, the production of 
alkaline pancreatic juice, an extremely effective 
agent in guarding the stoma against proteolysis. 
Moreover, he directed attention to the progres- 
sive increase in the vulnerability of the bowel 
distalward.’® Merendino*™’ demonstrated in lab- 
oratory animals that short loops resist the ulcer- 
ating effect of histamine in beeswax better than 
do long loops. 

When operative criteria such as those just 
mentioned are observed, the late results of par- 
tial gastrectomy for duodenal ulcer are encour- 
aging. Allen and Welch’™® found that 87 per 
cent of 1,290 patients obtained excellent or good 
results, 6 per cent were benefited and 7 per cent 
were unimproved. Wangensteen’s experience 
(231 cases of partial gastrectomy for duodenal 
ulcer), as reported by Gaviser,’® was likewise 
highly successful: an excellent or good outcome 
in approximately 82 per cent of patients and a 
satisfactory one in 15 per cent. These results are 
very similar to those of Walters and his associ- 
ates,” who in studying 197 patients observed 
that 83.5 per cent were well without any limita- 
tions and 14 per cent were well on dietary re- 
strictions. Miller’s results** were even more 
notable: go per cent of 230 patients were con- 
sidered cured and 10 per cent benefited. 


such highly desirable results are 
obtainable with partial gastrectomy for 
chronic duodenal ulcer, it is prudent to be aware 
of the fact that this operation may be associated 
with unsatisfactory features, particularly in the 
hands of less skillful surgeons. Among the dis- 
advantages of partial gastric resection are tech- 
nical difficulties, a considerable mortality inci- 
dence, gastric retention, anastomotic ulceration 
and disturbances of a nutritional, metabolic and 
mechanical character. 

Technical difficulties—The technical difficul- 
ties are related mainly to the operative treat- 
ment of ulcerated areas in the duodenum. IIl 
advised or unskillful surgery here may lead to 
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leakage from the duodenal stump, obstruction 
of the common bile duct or the pancreatic duct, 
acute pancreatitis and other complications. A 
good deal of difficulty may be avoided if one 
remembers that actual excision of the ulcer in 
the duodenum is not necessary for a cure. Once 
the area is put at rest by dividing the duodenum 
proximal to the ulcer, the ulcer will heal even 
though left in place. The percentage of good 
results following partial gastric resection for 
duodenal ulcer is as high when the ulcer is not 
excised as it is when the ulcer is excised. 
Therefore, two fundamental operative rules 
or postulates should be observed relative to the 
management of duodenal ulcer when partial 
gastrectomy is being performed. As the first 
postulate, duodenal ulcers should be resected 
when neither the common nor the pancreatic 
duct is compromised and when a sufficient duo- 
denal cuff can be secured to effect a safe closure 
of the duodenal stump. Figure g illustrates this 
rule. As the second postulate, duodenal ulcers 
are to be left in situ and the duodenum tran- 
sected proximal to such ulcers when their re- 
moval is precluded by the hazards outlined. 
Several subsidiary rules should also be ob- 
served as corollaries to the second postulate. 
Corollary number 1 is that removal of all 
of the pyloric antrum or antral mucosa is 
mandatory if a permanent cure of the ulcer 
is to be effected and if the prospects of anas- 
tomotic ulceration are to be minimized. This 
procedure is not a problem if the ulcer is located 
sufficiently distal to permit secure closure of the 
transected duodenum (Figure 10). However, 
when the ulcer is situated in the first part of the 
duodenum (Figure 11) and the duodenal stump 
therefore does not lend itself to adequate clos- 
ure, division of the duodenum at the site could 
prove to be disastrous. Under such circumstances 


> 


478 Postgraduate Medicine 


ULCER SITES 


ANASTOMOTIC FOLLOWING 
GASTROENTEROSTOMY 


Vagus nn. 


1. Gastric resection 


2. Vagus resection 
(less desirable) 


a transection of the pyloric end of the stomach 
with exenteration of the antral mucosa (Figure 
11) is indicated. An alternative method of re- 
section to meet this situation is simple division 
of the pyloric portion of the stomach without 
removal of the antral mucosa. At a second 
operation, about six weeks later, the remnant 
of pylorus together with the first portion of the 
duodenum is excised—a procedure which usu- 
ally offers little difficulty since, as a result of the 
period of rest, the attending inflammatory re- 
action will have subsided appreciably. 

Corollary number 2: When in a case of active 
bleeding from a duodenal ulcer it seems wisest 
to leave the ulcer in situ because of its position 
relative to vital structures, the ulcer must be 
examined either through the open end of the 
stump before the stump is closed or by an in- 
cision into the duodenum at the estimated site 
of the bleeding point after the duodenal stump 
has been closed. In either case transfixion of 
the bleeding or of the freshly clotted artery 
must be done. 


T is precisely in these situations, where the 

duodenal ulcer is so dangerously situated, 
that proponents of gastrojejunostomy or of 
vagus resection plus gastrojejunostomy claim 
that their choice of operation is indicated. Our 
belief is that gastrojejunostomy may be a wise 
selection in older patients, especially those who 
have obstruction or a low gastric acidity, and 
that gastrojejunostomy plus vagus resection may 
at times be indicated as an alternative to division 
of the pyloric end of the stomach with exentera- 
tion of the antrum. Vagus resection or gastro- 
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FIGURE I 4. 


jejunostomy, alone or in combination, should 
not be used in the presence of recent or con- 
tinuing hemorrhage. 

Mortality incidence—The second unsatisfac- 
tory aspect of gastric resection, as already men- 
tioned, has been its mortality incidence. This is, 
of course, influenced by many factors and has 
been variously reported as being under 1 per 
cent to above 20 per cent. As recently as 10 years 
ago the mortality rate for resection, even in the 
hands of experienced surgeons, ran as high as 
16 per cent, but now the entire picture has been 
altered by the fact that experienced operators 
constantly perform gastric surgery in hospitals 
equipped and staffed for complete preoperative, 
operative and postoperative surgical care. An 
example of these greatly improved statistics is 
shown in Table 1. 


TABLE 1 
MortTa.ity INctpENCE tN Gastric REsEcTION*® 


CASES 


Number Per cent 
Mayo Clinic—1947™ ........... 317 0.9 
Wangensteen (reported by 
3.0+ 
2.5+ 
Bartels and Dulin™ ............. 121 1.6 


*It must be emphasized that these exceptionally low rates are not 
representative and that the mortality rate is, in general, appreciably 
higher. 

**Unselected. 

tElective. 


Gastric retention—Any fresh anastomosis in 
the gastrointestinal tract carries with it the 
potential danger of a nonfunctioning or poorly 
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functioning stoma, either temporary or con- 
tinuing. This complication is both a source of 
discomfort and danger to the patient and of 
anxiety and loss of sleep to the operator. There 
is an appreciable incidence of retention even 
after such a simple operation as gastroenteros- 
tomy; after gastric resection acute gastric reten- 
tion has a higher incidence than is generally 
realized. 

Further evidence of the frequency of acute 
postoperative gastric retention is obtained from 
the imposing list of possible causes. Among 
those which have been commonly mentioned 
are: improper size, site or direction of the stoma; 
herniation of the gut through a rent in the 
mesocolon; compression by the distended trans- 
verse colon; tissue edema; redundant inverted 
mucosa, and spasm. 

Fortunately, most of these patients recover 
spontaneously, but an appreciable number must 
be subjected to a secondary operation for correc- 
tion of a malfunctioning stoma. For this reason 
a number of operators feel obliged to supple- 
ment gastric resection with such drainage pro- 
cedures as jejunostomy, transgastrojejunostomy 
or even jejunojejunostomy between the afferent 
and efferent loops. 


> opinion is that the chief safeguard 
against this complication is proper placing 
of the jejunal loop against the stomach at the 
site of anastomosis. It is wrong to make a rigid 
rule that the afferent loop of the jejunum should 
always be affixed to the lesser curvature of the 
stomach and the efferent to the greater, or vice 
versa. The jejunum should be applied to the 
stomach in the anatomic direction it assumes as 
it leaves Treitz’s ligament. 

Another more minor safeguard is to pull the 
transverse colon well toward the left of the 
patient’s body before the jejunal loop is affixed 
to the stomach in order to minimize pressure 
on the stoma from distention of the colon. 

A third safeguard against the occurrence of 
acute gastric retention has proved in our hands 
to lie in a technical variation in the Hofmeister 
anastomosis. This consists of reinforcing the 
closed portion of the end of the stomach with 
the loop of jejunum as in Figure 9, thereby 
helping to prevent collapse of the afferent and 
efferent loops. 


Anastomotic ulceration—Ulceration at the 


line of anastomosis or in the jejunum opposite 


Surgical Treatment of Ulcer: Trimble and Lynn 479 


this line is a relatively rare but serious complica- 
tion which must be recognized as a possibility 
following partial gastric resection for duodenal 
ulcer. Fortunately, the lesion is becoming more 
infrequent because, as already has been stated, 
more surgeons realize that such a pitfall may 
best be avoided by observing the rule of an 
“adequate” gastric resection and the rule of a 
short jejunal loop in the accompanying anas- 
tomosis. Berg* reports an incidence of anas- 
tomotic ulcer of only 1.1 per cent and Walters 
and his associates** an incidence of only 2.5 
per cent. 

Disturbances of a nutritional, metabolic and 
mechanical nature—Extensive resection of the 
stomach is generally conceded to impose dis- 
tinct limitations on the patient as regards his 
diet. He is required to eat small quantities at 
frequent intervals in order to avoid the dis- 
comfort of epigastric fullness. In the majority of 
instances, however, the need for such restriction 
tends, for the most part, to disappear. Secondary 
anemia may be encountered subsequent to oper- 
ation but this is the exception, nor does there 
appear to be any relationship between partial 
gastrectomy and the development of primary 
anemia. 

One of the most unmistakable complaints 
some patients register against partial gastrectomy 
relates to the occurrence of a chain of disagree- 
able symptoms after meals. Popularly known 
as the “dumping syndrome,” it is found in 2 
to 7 per cent of the patients and, when it ap- 
pears immediately after eating, is believed to 
be due to the rapid distention of the jejunum, 
or to hypoglycemia when its onset is delayed. 
The symptoms may be greatly relieved by drink- 
ing only a very small amount of liquid during 
a meal in order to minimize the distention of 
the jejunum and by eating something contain- 
ing sugar just after a meal, especially after 
breakfast, since the dumping syndrome is most 
common after this meal. The incidence of the 
dumping syndrome tends to lessen when only 
a portion of the divided end of the stomach 
is joined to the jejunum (Hofmeister anas- 
tomosis). 


PARTIAL GASTRECTOMY FOR GASTRIC ULCER 


Partial gastrectomy has proved to be so suc- 
cessful in the treatment of gastric ulcer as to 
raise the question of the wisdom of substituting 
other procedures in any but the rare instance. 
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There are four considerations in particular: The 
hazard of overlooking a malignant tumor is 
eliminated; symptomatic results are highly satis- 
factory; anastomotic ulcers rarely ensue, and the 
lesion, with few exceptions, lends itself readily 
to partial gastrectomy which can, therefore, be 
performed with minimal risk of a fatality, be- 
cause closure of the duodenal stump seldom 
entails much of a technical problem. 

Removal of ulcers situated high on the lesser 
curvature (Figure 12), where about 10 per cent 
of gastric ulcers are located, may be attended by 
considerable difficulty. Fortunately, many of 
these have been distorted by inflammatory 
changes and can be resected with comparative 
ease once the lesser curvature is mobilized. 

With those ulcers situated at the cardia or 
high on the lesser curvature or high in the 
fundus, it is best to pursue radical operative 
measures if healing does not take place within 
six weeks after the start of a medical regimen 
(Figure 13). Our present practice is to do either 
a total gastrectomy with an esophagojejunos- 
tomy or, in small lesions, resection of the proxi- 
mal half of the stomach with an esophagogas- 
trostomy. 


PARTIAL GASTRECTOMY FOR ANASTOMOTIC ULCER 


In the majority of cases anastomotic ulcers 
(Figure 14) respond to vagus resection in a 
very satisfactory manner. Those which develop 
after an extensive resection of the stomach, in- 
cluding the antral mucosa, are particularly suit- 
able for nerve operation since other forms of 
treatment have proved to be hazardous and in- 
effective. Moreover, the operation appears to be 
especially sound from a theoretical point of view 
since the neural phase and most of the chemical 
phase of secretion are eliminated. The basis for 
vagus resection is, of course, not so well found- 
ed in anastomotic ulcer which follows gastro- 
jejunostomy or inadequate gastric resection. As 
a consequence, in such instances definite con- 
sideration should be given to gastric resection 
perhaps in conjunction with vagus resection. 


SUMMARY 


A short presentation has been given of the 
surgical significance of the anatomic distribu- 
tion in the stomach of acid-bearing and hor- 
mone-bearing areas. 

In the light of current experience, the rela- 


tive merits of three generally accepted surgical 
methods of treating duodenal, gastric and mar- 
ginal ulcer—namely, gastrojejunostomy, vagus 
resection and gastric resection—have been dis- 
cussed in the preceding pages. 


bye passing of time and experience in gastric 
and duodenal surgery have left a few clear 
impressions. These are as follows: 

“Adequate” partial gastrectomy has been eval- 
uated thoroughly and, in the main, found to be 
productive of excellent results. By “adequate” 
is meant the excision of 70 to 80 per cent of 
the gastric mucosa, including that of the an- 
trum, and the major portion of the lesser curva- 
ture, with a short jejunal loop anastomosis. At 
present it seems rational, therefore, to concen- 
trate the surgical treatment of chronic duodenal, 
gastric and anastomotic ulcer around extensive 
resection of the stomach. 

Vagus resection appears positively indicated 
in patients in whom an anastomotic ulcer de- 
velops after an adequate gastric resection. 

The passing of time and experience have also 
left many cloudy impressions and many unset- 
tled problems which may become clearer or may 
be solved only after more experience and study. 
A few of these are as follows: 

Gastric resection for bleeding duodenal ulcer 
still has the serious deficiency of not preventing 
recurrence of bleeding in a large number of 
patients who have suffered hemorrhage. 

Vagus resection has proved disappointing in 
preventing bleeding. 

Vagus resection alone is not an acceptable 
operation except in certain cases of anastomotic 
ulcer. 

Vagus resection alone or combined with gas- 
trojejunostomy will effect prompt healing of 
duodenal ulcer but subsequent ulceration may 
develop; this may be painless and demonstrable 
only by x-ray. Sudden perforation or sudden 
hemorrhage without warning may occur. 

Vagus resection plus gastrojejunostomy may 
be the operation of choice in some cases of duo- 
denal ulcer at or near the common bile duct, 
but for these cases a wiser operation is usually 
either gastric resection with division of the first 
portion of the duodenum proximal to the ulcer, 
or gastric resection with division of the stomach 
just proximal to the pylorus and with excision 
of all mucosa in this prepyloric area. 

Some of the questions, as yet unanswered, 
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relative to the surgical treatment of ulcer are: 

Will vagus resection added to gastric resection 
reduce the incidence of recurrent bleeding, 
frequent complication attending gastric resec- 
tion for bleeding duodenal ulcer? 

What percentage of the good results follow- 
ing vagus resection plus gastrojejunostomy are 
due to the gastrojejunostomy ? 
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COMING MEETINGS AND POSTGRADUATE COURSES 
University of Kansas Medical Center, Kansas City, 
Kansas 


The Tulane University of Louisiana School of Medi- 
cine, Division of Graduate Medicine, New Orleans 
Ophthalmoscopic diagnosis in general medicine, Janu- 
ary 31, February 1 and 2—Dr. James H. Allen, chair- 
man 
Pediatrics (for specialist), February 11-15—Dr. Ralph 
V. Platou, chairman 
Cancer, March 20-21—Drs. John Overstreet and Alton 
Ochsner, chairmen 
Internal Medicine, March 24-28—Dr. J. Robert Snavely, 
chairman 
Obstetrics, March 31-April 5—Dr. Isadore Dyer, chair- 


man 

Surgery of the hand (newly designed course), date not 
selected—Dr. Daniel Riordan, chairman 

Anesthesia (newly designed course), date not selected— 
Dr. John Adriani, chairman 

Cardiology (newly designed course), date not select- 

r. George Burch, chairman 


Seventh annual course in surgery, January 21-25, 
chosen by the Kansas Chapter of the American Col- 
lege of Surgeons as the occasion for its interim meet- 
ing. Course includes symposiums on Surgery of 
Trauma and on Thromboemolic Disease. 

Postgraduate course in pediatrics, January 28-30. For 
further information on these courses, write Extension 
Program in Medicine, University of Kansas Medical 
Center, Kansas City 12, Kansas. 


Chicago International Trade Fair 

Second Chicago International Trade Fair, March 22- 
April 6, at Navy Pier, Chicago. Col. John N. Gage 
is executive vice president. '‘-adquarters: Merchan- 
dise Mart, Chicago 54, Illinow. 
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DIAGNOSTIC CLINIC 


Gastric Vagotomy in the 
Treatment of Peptic Ulcer 


LESTER R. DRAGSTEDT* 


UNIVERSITY OF CHICAGO SCHOOL OF MEDICINE, CHICAGO 


A hypersecretion of gastric juice, both in the empty stomach and in response 
to the stimulus of food-taking, is regularly found in patients with duodenal and 
gastrojejunal ulcers. When a similar hypersecretion of gastric juice is produced in 
experimental animals, ulcers will result. Of the total amount of gastric juice 
produced in 24 hours in normal animals, 45 per cent is due to the nervous phase, 
45 per cent to the antral or hormonal phase, and 10 per cent to the intestinal 
phase of secretory stimulation. In duodenal ulcer patients, the nervous phase of 
stimulation is enormously exaggerated and may account for 80 per cent of the 
total acid output of the stomach. This nervous phase of secretion is permanently 
abolished by a complete supradiaphragmatic vagotomy. This operation is both 
practical and effective, and the side effects of the procedure can be controlled by 


a type of postoperative management that is also simple and effective. 


troversial one. Surgeons are earnestly study- 

ing this question: Will vagotomy plus 
gastroenterostomy replace subtotal resection of 
the stomach as a method of treating those in- 
tractable peptic ulcers that resist medical man- 
agement? 

When I was invited to present a diagnostic 
clinic at this Assembly I had in mind a sly 
trick. When I was doing subtotal gastric resec- 
tions for the treatment of peptic ulcer, 1 was 
impressed with the fact that very few of my 
patients were doctors. Now doctors are not im- 
mune to peptic ulcer. Occasionally I had an 
internist, a pediatrician or a neurologist but 
practically never a gastroenterologist and never 
a surgeon. So I wondered if gastric resection 
was an operation that we as surgeons recom- 
mend for other people but not for ourselves. 
My trick was this: Of the 500 vagotomies that 
I am going to discuss, 4o of the patients were 
doctors, 21 were surgeons and the rest were in- 
ternists. I had planned to have these doctors 
lined up on the platform as exhibits. However, 
on second thought I felt that would take too 
much time and so I have chosen rather to 
present the physiologic basis for vagotomy, be- 


Te topic 1 have chosen to discuss is a con- 
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QUANTITATIVE EFFECT OF VAGOTOMY ON GASTRIC 
SECRETION IN TOTAL POUCH DOG 
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FIGURE I 


cause I belong to that minority group which is 
convinced that we know something about the 
pathogenesis of peptic ulcer. I am always dis- 
tressed when I hear men preface a talk on the 
therapy of peptic ulcer by the statement that we 
know nothing about the cause of the disease. 


creat deal of experimental work has been 

done in this field, and as a result we have 
learned to produce in experimental animals 
an ulcer which resembles exactly the clinical 
lesion. One of the most significant of these ex- 
periments was performed at the University of 
Minnesota by Varco, Code and Wangensteen. 
These investigators demonstrated that if they 
produced a continuous excessive secretion of 
gastric juice in the stomach by implanting pel- 
lets of histamine and beeswax into the sub- 
cutaneous tissues, ulcers invariably appeared in 
the duodenum in a wide variety of experimental 
animals. 

These experimental studies seemed very sig- 
nificant, because subsequently my associates, 
Drs. Oberhelman and Smith, and I found that 
we could produce a hypersecretion of gastric 
juice in a variety of ways and that, whenever 
we did so, ulcers appeared. 

It is not without interest that patients with 
duodenal ulcer invariably demonstrate that same 
hypersecretion of gastric juice. This fact is 


D.675 TOTAL GASTRIC POUCH 
WITH VAGI INTACT 


VAG! DIVIDED 


evident in Table 1, which shows the average 
nightly secretions of gastric juice in the empty 
stomachs of normal individuals and of patients 
with various types of peptic ulcer. You will 
observe that the normal individual secretes an 
average of about 550 cc., with a free acidity of 
33 clinical units. The ulcer patient, on the other 
hand, secretes an average of 1000 cc., with a 
free acidity of 52 clinical units. 

We have not been satisfied with this type of 
expression because it is incomplete. By multi- 
plying the volume in liters by the concentration 
of free acid in clinical units in a sample, we 
obtain a figure which represents in milliequiva- 
lents the total amount of hydrochloric acid put 
out by the stomach in a measured interval of 
time—a 12 hour period—when the patient is 
asleep in the hospital at night and there is no 
stimulus to the gastric secretory mechanism (no 
food in the stomach, and the patient is shielded 
from the sight, odor and taste of food). 

Under these conditions the normal individual 
secretes 18 mEq. of hydrochloric acid, whereas 
the duodenal ulcer patient secretes 60 mEq. or 
almost four times as much. 

I should like to stress this quantitative meth- 
od of expressing the function or activity of the 
gastric glands rather than to say simply that 
these patients put out a gastric content with a 
free acidity of 52 clinical units compared with 
a free acidity of 33 clinical units in the gastric 
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juice put out by the normal individual. When 
expressed quantitatively, the difference is much 
more evident. 

Perhaps I can make my meaning clear by an 
analogy that I often use for my students: 
Imagine that I am sitting on a park bench and 
Mr. John D. Rockefeller is sitting beside me. 
A pickpocket removes from my pocket a silver 
dollar and removes from Mr. Rockefeller’s 
pocket a silver dollar. He takes these samples 
of money to the assay office and finds that the 
concentration of silver in the sample of money 
obtained from my pocket is exactly the same 
as the concentration of silver in the sample of 
money from Mr. Rockefeller’s pocket. So far 
so good. But if he interprets from these data 
that I have just as many silver dollars as Mr. 
Rockefeller has, he makes a profound mistake. 
And that, I think, illustrates the limitation of 
this common method of fractional analysis in 
expressing the activity of the gastric glands. 


HE hypersecretion of gastric juice in patients 

with ulcer is completely removed by divid- 
ing the vagus nerves to the stomach, so that 
these vagotomized patients secrete 11 mEq. of 
hydrochloric acid compared with 18 mEq. put 
out by normal individuals. This demonstrates 
that the hypersecretion of gastric juice in patients 
with duodenal ulcer (and I am limiting my dis- 


Immediate Effect of 


Persistent Reducti 
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FIGURE 2 


cussion to duodenal ulcer patients) is neuro- 
genic in origin. 

These observations have prompted my associ- 
ates and me to undertake a re-examination of 
the physiology of gastric secretion and its rela- 
tion to the therapy of peptic ulcer. We have 
known from the work of the earlier physiolo- 
gists that the secretion of gastric juice in the 
stomach is produced by food-taking. The in- 
gestion of food causes a secretion of gastric 
juice in three ways which have been classified 
by the physiologist as (1) the nervous or ceph- 
alic phase, (2) the gastric phase and (3) the 
intestinal phase. By the nervous phase the physi- 
ologist means that gastric juice is secreted by the 
fundus of the stomach in response to nervous 
impulses in the vagus nerves aroused reflexly 
by the sight, odor or taste of food. This is the 
nervous or cephalic or psychic phase of gastric 
secretion, and its main features were securely 
established by the work of Pavlov and his pupils. 

The gastric phase of secretion refers to the 
observation recognized by Pavlov that secretion 
of gastric juice goes on when food is placed in 
the stomach even though the vagus nerves have 
been divided. 

The intestinal phase of secretion refers to the 
fact that secretion of gastric juice is stimulated 
by the presence of food in the intestines. 

We have had no information concerning the 
relative importance of these three phases, so it 
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has not been possible for us to state how much __ permanent; there is no return of vagus func- 
of the total secretion of gastric juice is de- tion. This effect is illustrated in Figure 2, which 
pendent on the nervous phase of secretion, how _ shows the total output of hydrochloric acid be- 
much is dependent on the gastric phase and _fore and after we crushed the vagus nerves with 
how much is dependent on the intestinal phase. a forceps. There was no anatomic break in 
It is these problems with which I am concerned __ nerve continuity. We wanted to permit opti- 
in this discussion. We have been studying them §mum opportunity for regeneration if this could 
in our laboratory during the past 10 or 15 years, | occur. A tremendous reduction in secretion re- 
and we have made use of the type of experiment sulted. Two years later there had been no 
illustrated in Figure 1. return of secretion. We now have made obser- 
The entire stomach of an experimental ani- vations three years afterward, and the secretion 
mal is isolated. The esophagus is anastomosed _ continues at the low level. That is an important 
to the duodenum, the vagus nerves to the iso- _ physiologic point. 
lated stomach are preserved and its blood sup- 
ply is intact. The secretion from that isolated 
stomach is recovered quantitatively and exam- W: undertook next a study of the so-called 
ined for its acid content. In black you see a gastric phase of secretion. What is the 
graphic expression of the amount of acid put mechanism which regulates this phase? When it 
out by such an isolated stomach over a period — was recognized many years ago by Pavlov, an 
of 18 days. When we divided the vagus nerves _ explanation was offered by the English physiolo- 
in the chest, a profound reduction in gastric gist Edkins. He suggested that the presence of 
secretion resulted. food in the stomach stimulates the gastric an- 
Let me call your attention to the fact that in trum or lower fifth of the stomach to the pro- 
this experiment only the nervous and intestinal duction of a hormone which he called gastrin. 
phases of secretion are present, because no food _—_ He assumed that this hormone is absorbed into 
entered the stomach. So we can say the nervous __ the blood stream and that it then stimulates the 
phase is much more important than the in- gastric glands in the fundus of the stomach. 
testinal phase in determining the total amount This explanation was not widely accepted, but 
of gastric juice produced. the work that we have done in the last year or 
The effect of cutting the vagus nerves in two I think gives good support to Edkins’ 
eliminating the nervous phase of secretion is theory. 
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We found, for instance, that if we made a 
Pavlov accessory stomach pouch in dogs (Fig- 
ure 3), measured quantitatively the output of 
gastric secretion over a period of 35 days—ex- 
pressed in the diagram in black—and then re- 
sected the antrum or lower fifth of the stomach, 
the gastric secretion was almost entirely abolish- 
ed. I should add that the vagus nerves previ- 
ously had been divided so that we have here 
only the intestinal phase of secretion remaining. 
We can say from this type of experiment that 
removal of the antrum markedly reduces the 
secretion of gastric juice which remains after 
the vagus nerves have been divided, and it sug- 
gests that Edkins was right in his theory that 
the antrum of the stomach is an internal secre- 
tory organ which manufactures gastrin. 

The fact that this secretion falls so low de- 
spite the fact that food can come in contact 
with the mucosa of the stomach and intestines 
suggests that the antrum is the only part of the 
gastrointestinal tract that can produce gastrin. 

Removal of half of the antrum has no effect, 
but subsequent removal of the remaining rem- 
nant produces the same results seen when the 
complete antrum is excised (Figure 4). 

Figure 5 shows the reduction in gastric secre- 
tion which resulted when all but a centimeter 
of antrum was removed; a still further reduc- 
tion occurred when that trace of antral mucosa 
was excised. 


TWO-THIRDS OF ANTRUM RESECTED 


REMAINING ANTRUM RESECTED 


FIGURE 4 


URTHER support to Edkins’ thesis is secured 

by experiments in which the antrum is trans- 
planted. In Figure 6 is shown an_ isolated 
stomach which makes possible the quantitative 
collection of gastric secretion. The vagus nerves 
are intact, so that the nervous and _ intestinal 
phases of secretion are present. We made a cut 
between the antrum and the fundus so as to 
construct a separate pouch of the antrum and a 
separate pouch of the fundus. The antral pouch 
was then transplanted into the duodenum as a 
diverticulum, so that its mucosa would come in 
contact with food. The fundic pouch was closed 
so that we could collect the gastric secretion 
from this area. Note the tremendous augmenta- 
tion in gastric secretion produced. This was not 
lessened when subsequently the connections be- 
tween the two pouches were divided, thus show- 
ing that this increase in secretion produced by 
transplantation of the antrum into the duo- 
denum so that it could come in contact with 
food is not dependent on any type of local 
nervous reflex. The only connection here is 
through the blood stream. 

The diagram in Figure 7 shows a surprising 
finding. We made Pavlov pouches in animals, 
collected the gastric secretion for a control 
period of time and then exteriorized the antrum 
so that it would not come in contact with food. 
Note the reduction in secretion that resulted. 
We then transplanted this exteriorized antrum 


486 
|) 
\ 
4 
60 
40 
10 iS 20 25 4 55 5O 65 
Days 
a 
& 


Gastric Vagotomy in the Treatment of Peptic Ulcer: Dragstedt 487 


EFFECT OF SUBTOTAL ANTRUM RESECTION ON 
GASTRIC SECRETION IN HEIDENHAIN POUCH 


HEIDENHAIN POUCH 


NINE-TENTHS OF ANTRUM RESECTED | ANTRUM REMNANT RESECTED 


ISOLATED FUNDUS STIMULATED BY CEPHALIC, 
GASTRIC AND INTESTINAL PHASES 
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into the colon as a diverticulum and found that 
this provoked a long-continued or permanent 
hypersecretion of gastric juice of hormonal 
origin. 

In Figure 8 is shown an experiment which 
further supports the data already presented. 
Here is a totally isolated stomach with the 


vagus nerves divided, showing the very meager 
secretion of gastric juice yielded by the in- 
testinal phase of secretion. When we implanted 
the antrum into the colon there was a marked 
increase in secretion. Exteriorization of the an- 
trum produced a fall in secretion comparable to 
that obtained by removal of the antrum. Then, 


| 
4 
120 
30 4 55 50 5S 
DAYS 
Antrum Transplanted into Ducdenum | Vadi and Intrinsic Nerves to 
Vagi and Intrinsic Nerves Preserved Antrum Divided ; 
9 
\ 
Sero-mus 
cular bridge 
2s 30 35 40 45 50 55 60 65 
DAYS 


Postgraduate Medicine 


HYPERSECRETION IN PAVLOV POUCH PRODUCED BY 
TRANSPLANTATION OF ANTRUM INTO COLON 


DI72 PAVLOV Pouch ANTRUM EXTERIORIZED 


ANTRUM TRANSPLANTED INTO COLON 


Tranoverse co” 


FIGURE 7 


TABLE | 


AVERAGE NiGHTLy (12-Hour) Gastric SECRETIONS IN THE Empty StomMacHs oF NorMat INDIVIDUALS 
AND Peptic Utcer Patients 


NUMBER OF VOLUME FREE ACID HYDROCHLORIC ACID OUTPUT 
PATIENTS (cubic centimeters) (clinical units) ( milliequivalents ) 

Normal 81 551 33 18 

Duodenal ulcer 135 1,085 52 60 

Duodenal ulcer after vagotomy 70 521 22 II 

Gastric ulcer 14 773 23 17.8 

Gastric ulcer after vagotomy 10 465 3 1.4 


when the antrum was transplanted into the 
duodenum, a profound stimulation of secretion 
occurred. 

This effect of the antrum in stimulating secre- 
tion is specific, as indicated by the following 
experiment (Figure 9): We collected the acid 
secretion from a pouch of the entire stomach 
and then removed part of the fundic mucosa 
and transplanted it into the duodenum to see 
if it would have the same effect as was secured 
by the antral mucosa. There was no stimulation 
of secretion. 

As a result of this experimental work, we 
have learned that of the three phases of gastric 
secretion the intestinal phase is of very little im- 
portance. We have estimated that perhaps only 


10 per cent of the total secretion arises as a 
result of this phase in normal individuals and 
that the nervous and gastric phases are of equal 
importance and account for about go per cent 
of the total juice produced. The nervous phase 
6f secretion may be entirely eliminated by divid- 
ing completely the vagus nerves to the fundus 
of the stomach. The gastric phase of secretion 
is mediated wholly by the antrum, and it can 
be completely eliminated by removal of the 
antrum of the stomach. 

What do these observations mean so far as 
treatment of peptic ulcer is concerned? As a 
result of our early experience with resection we 
have learned that removal of the antrum alone 
does not suffice for the treatment of duodenal 
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COMPARATIVE EFFECT OF TRANSPLANTATION OF ANTRUM 
INTO COLON AND DUODENUM 
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ulcer. These patients have a high incidence of 
recurrent or stomal ulcer. Thus we can say that, 
although it is possible in experimental animals 
to produce a hypersecretion of hormonal origin, 
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(IHustrations reproduced courtesy of American Journal of Physiology) 


we have no evidence so far that in man a hyper- 
secretion of gastric juice of hormonal or antral 
origin occurs. The data so far suggest that the 
hypersecretion, which is the chief abnormality 
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in patients with duodenal ulcer, is entirely of 
nervous origin and that it can be abolished per- 
manently by a complete division of the vagus 
nerves to the stomach. 

At first we thought that this operation had to 
be done through the chest, but now we are con- 
vinced that it is possible to secure it by an ab- 
dominal procedure. We cut the triangular liga- 
ment to the left lobe of the liver, then make an 
incision through the diaphragm and expose the 
esophagus in the mediastinum. The esophagus 
is pulled down into the abdomen and the 
vagus merves are exposed, separated from the 
esophagus and divided. Commonly I excise a 
segment of each nerve. Great care is taken to 
get all of the branches of the vagus nerves. 

Whenever vagotomy is performed, a posterior 
gastroenterostomy of small size is done to make 
postoperative management simpler and more 
effective. 


I SHOULD like briefly to describe our method of 
postoperative care, because I think this is of 
the greatest importance. These patients must be 
treated so that distention of the stomach does 
not occur during the first four or five days 
after the operation. An indwelling tube remains 
in the stomach, and the stomach is entirely 


collapsed by continuous gastric suction for a 
period of five days. On the sixth day the patient 
is permitted a small amount of water—3o cc. an 
hour. At the end of the day the stomach is 
aspirated. If it is empty, on the next day 60 cc. 
of water is permitted. If it is now empty, the 
patient is given a small amount of semisolid 
food and increments to the diet are made only 
insofar as nightly aspiration shows that the 
stomach has emptied satisfactorily the day be- 
fore. If this is done, and if gastroenterostomy is 
performed at the time of the vagus section, no 
difficulty on the basis of stasis in the stomach 
will be experienced; this has been the chief 
postoperative complication. 

Time does not permit a discussion of the 
end results in these cases, but I can say that go 
per cent of the patients on whom this operation 
was performed are entirely relieved of objective 
evidence of ulcer and of ulcer distress, and that 
in about 10 per cent there is some residual com- 
plaint but in many of these patients the ulcer 
has healed. This is evidence that it is possible 
to remove the exciting and continuing cause of 
ulcer without sacrificing the storage function of 
the stomach, and this constitutes the basis for 
what I believe to be a more conservative surgi- 
cal treatment for this serious disease. 


COMING POSTGRADUATE COURSES 


University of Minnesota Medical School, Minneapolis 
Continuation course in pediatrics, for general physi- 
cians, January 7-9, 1952, at the Center for Con- 
tinuation Study. Dr. Allan M. Butler, Harvard 
Medical School, Boston, will be the guest speaker 
and will deliver the annual Clarence M. Jackson 
Lecture on January 8. Dr. Irvine McQuarrie will be 
chairman for the course. 


Continuation course in gynecology, for general physi- 
cians, January 3-5, 1952, at the Center for Con- 
tinuation Study. Dr. F. B. Carter, Duke University, 
Durham, North Carolina, and Dr. John S. Gillam, 
Fargo Clinic, Fargo, North Dakota, will be visiting 
faculty members. Course is under the direction of 
Dr. John L. McKelvey. 


Continuation course in clinical neurology, January 28- 
February 9, at the Center for Continuation Study. 
Dr. Harold G. Wolff, Cornell University Medical 
College, will give the annual J. B. Johnston Lecture 
on Wednesday evening, January 30; his subject will 
be “On the Nature of Pain.” Other visiting faculty 
members will include: Dr. Benjamin Boshes, North- 
western University Medical School; Dr. H. Houston 
Merritt, Columbia University, and Dr. Henry G. 
Schwartz, Washington University School of Medi- 
cine. Dr. A. B. Baker will be chairman for the course. 


Continuation course in electrocardiography, for general 
physicians, January 21-25, with emphasis on practical 
experience in reading electrocardiograms. 


University of Michigan Medical School, Department 
of Postgraduate Medicine, Ann Arbor 

Courses for practicing physicians, 1952: 

Diseases of the heart, March 17-21 

Rheumatic diseases, March 24-28 

Metabolism and endocrinology, March 31-April 4 

Diseases of blood and blood-forming organs, April 
7-11 

Diseases of gastrointestinal tract, April 14-18 

Recent advances in therapeutics, April 28-30 

Allergy, April 5-9 

Electrocardiographic diagnosis, August 25-30 

Clinical neurology, May 5-7 

Obstetrics, January 9-12 

Gynecology, February 6-9 

Ophthalmology, April 21-23 

Diagnostic roentgenology, April 7-11 

Summer session, June 23-August 2 

Further information can be obtained from Dr. H. H. 
Cummings, Chairman of the Department of Post- 
graduate Medicine, University Hospital, Ann Arbor, 
Michigan. 

Medical College of Georgia, A 

Advances in medicine, a course directed by Dr. Charles 
W. Hock, will be held at the medical college March 
3-5, 1952. 

Eighth postgraduate course in endocrinology, May 26- 
31, 1952, at the medical college, directed by Dr. 
Robert B. Greenblatt. Class is limited to 60; fee 
for the course, $60. 
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Skin Grafting of Extensive Burns 


HARRY R. GRAU 


CLEVELAND, OHIO 


The illustrations here shown and the accompanying 
text are taken from a colored motion picture film, with 
sound, prepared under the supervision of David W. 
Robinson, M.D., Assoctate Professor of Surgery, Univer- 


sity of Kansas Medical Center, Kansas City, Kansas. 


Because these pictures have been enlarged from 16-mm. motion picture film, some retouching has been neces- 
sary. However, this has been confined exclusively to the backgrounds. The pictures of the patient are unretouched, 
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FicuRrE 1. Third degree burns of face, upper extremities 
and torso. 


FicuRE 2. Dressing table including sterile, yellow, nitro- 
furazone-impregnated bandage, gauze flats, white cot- 
ton rolls and gauze burn rolls. 
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n August 1, 1950, a white man, aged 65, 
suffered third degree burns of the face, 
arms and torso in an explosion of gas. 
After treatment in a local hospital, he was 
brought to the Medical Center on August 16, 
1950. (Figure 1.) 

A cart containing sterile, yellow, nitrofura- 
zone-impregnated bandage,* gauze flats, white 
cotton rolls and gauze burn rolls was prepared 
for the first dressing. (Figure 2.) 

Nitrofurazone gauze strips and bandage are 
prepared at this center by impregnation. Gauze 
strips and roller bandage are placed in appropri- 
ate containers and the water-soluble dressing is 
applied in moderate quantities over the fine- 
mesh gauze. The containers are then autoclaved 
and the resultant strips of bandage are evenly 
coated. (Figures 3 and 4.) 

Masks and gloves were worn during all dress- 
ing procedures to avoid unnecessary contamina- 
tion of the injured tissue. Bacterial cultures were 
taken of the involved skin. 

Fine-mesh gauze, impregnated with water- 
soluble nitrofurazone, was applied next to the 
burned surface. Gauze flats, followed by white 
cotton, were then used to cover the nitrofurazone 
dressings. Moderate pressure was applied with 
gauze burn rolls. (Figures 5 to 10.) 

The dressings were saturated with normal 
saline solution every three hours. This pro- 
motes local wound cleanliness and hastens de- 
marcation of nonviable tissues. Plastic sheeting 
was used to enclose the dressings and to retain 
moisture. (Figures 11 and 12.) 

Dressings are generally changed daily. 

There should be adequate intake of a high 
protein diet; fluids, blood and antibiotics should 
be given as indicated; the nutrition and good 
general condition of the patient should be main- 
tained. 

Separation of sloughing tissue was hastened 
on the third hospital day by surgical debride- 


*Nitrofurazone is the official name for FUKACIN, N.N.R., Eaton 
Laboratories. 
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FicurE 5. Nitrofurazone-impregnated fine-mesh gauze 
used as first covering. 


ment. Under general anesthesia, necrotic eschar 
was removed surgically down to healthy bleed- 
ing tissue. In debridement, care must be taken 
not to expose tendon or bone. After debride- 
ment, nitrofurazone wet pressure dressings were 
again applied and, after 48 hours, dressings were 
again changed daily. (Figures 13 and 14.) 

Due to lower urinary tract infection, skin 
grafting procedure was delayed until the six- 
teenth post-debridement day. At that time, the 


FicurE 6. Nitrofurazone gauze rolls used to bandage 
burns on head. 


granulation tissue appeared capable of receiving 
the split-thickness grafts. 

Healthy granulation tissue is firm, cherry red 
in color, flush with the surrounding margins 
and bleeds easily on touch. When this stage 
was reached, the patient was prepared for skin 
graft coverage on the following day. (Figure 15.) 

Endotracheal anesthesia was selected to en- 
sure adequate exposure of the forehead and 
cheek for application of the skin graft. 
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FicurE 7. Gauze flats applied to cover impregnated 
gauze bandage. 


FiGuRE 11. Dressings are saturated with normal saline 
solution. 
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Figure 8. White cotton being applied, to be followed 
by gauze burn rolls for pressure. 


FicuRE 12. Plastic sheeting encloses dressings and helps 
to retain moisture. 


SKIN-GRAFTING PROCEDURE 


While the intubation was being done, four 
Padgett-Hood dermatomes were assembled on 
an adjacent table. Dermatome cement was ap- 
plied to the surface of the drum while the donor 
sites were prepared with a suitable skin anti- 
septic solution followed by ether. These areas 
were then covered with the glue. (Figure 16.) 

The large size Padgett-Hood dermatome has 
a drum face area of 32 square inches. The thick- 
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FiGuRE 9. Pressure dressing on body and nitrofurazone 
gauze on head. 


FicurE 13. Surgical debridement hastens separation of 
sloughing tissue. 


ness of the graft is varied as necessary. The 
depth of removal should not take with it all 
of the dermal elements from the donor site. 
(Figure 17.) 

Warm, moist saline packs were placed over 
the donor sites to hasten clotting time. A second 
operating team with separate instruments ap- 
plied the grafts as rapidly as they were cut. The 
grafts were quickly secured with widely spaced 
black silk sutures. (Figures 18 and 19.) 

Large. granulating areas were kept covered 


10 


Figure 10. As completed, dressing is smooth and covers 
entire burned area, 


Figure 14. After debridement, nitrofurazone-impreg- 
nated dressings are again applied. 


until ready for application of the skin graft. Skin 
overlying bony prominences should not be used 
as donor areas, as postoperative healing time is 
prolonged. 

Donor areas were first covered with strips of 
fine-mesh gauze (44-mesh) impregnated with 5 
per cent bismuth tribromophenate ointment. 
Gauze flats and cotton pads followed next in 
sequence. Adhesive tape was used to seal off the 
dressings completely and they were left dry and 
untouched for 12 days. 
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FicuRE 15. Healthy granulation tissue of arm—firm, 
cherry red, bleeds easily—before skin grafting. 


FIGURE 19. Appearance of area after application of skin 
graft. 


FIGURE 16. Table with four Padgett Hood dermatomes 
assembled for skin-grafting procedure. 


FicuRE 20. Donor sites healed on the twelfth post- 
operative day. 


As previously reported from this department, 
an average blood loss of 50 cc. per unit dermat- 
ome donor site occurs during surgery.* This loss 
necessitates replacement. 


POSTOPERATIVE CARE 


The dressings covering the area of skin graft 
were left untouched for the next four days, but 


*Rorinson, D. W.: Blood loss from donor sites in skin grafting 
procedures. Surgery 25:105 (January) 1949. 
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FIGURE 17. Cutting skin grafts with dermatome. 


FicurE 21. Cheek-onlay grafts fixed in position by pres- 
sure alone have healed satisfactorily. 


were saturated with normal saline solution every 
three hours. The donor site dressings were kept 
dry. On the fourth postoperative day, skin 
grafted areas were uncovered. All hematomas 
which had collected beneath the graft were in- 
cised. All sutures were removed as well as tags 
of nonadherent grafted skin. Wet nitrofurazone 
dressings were again applied following this pro- 
cedure and were repeated daily until all signs 
of local tissue infection had virtually disappear- 
ed. On the twelfth postoperative day, the donor 
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FicurE 18. Skin graft applied to denuded area on left arm. 


FicuRE 22. Healed appearance six months after the 
burning occurred. 


site dressings were removed. Epithelial regenera- 
tion was moderately advanced and no further 
dressings were required. (Figure 20.) 
Following a transurethral prostatic resection, 
the patient was discharged on the sixty-second 
hospital day. Six months later he returned for a 
follow-up examination. All previously exposed 
areas were found to be adequately covered. Skin 
graft margins were faintly discernible and func- 
tional motion was not impaired. The skin grafts 
had assumed the characteristics of normal skin 


texture. Flexion deformity of the left hand was 
present because of the initial burn trauma to 
deep structures, subsequent healing fibrosis and 
skin graft contracture over the volar aspect of 
the wrist. Cheek onlay grafts fixed in position 
by dressing alone provided coverage as ade- 
quately as those fixed on the frontal area by 


suture. All donor sites over the thorax, abdo- 
men and thighs were healed. Epithelium had 
regenerated and covered the areas of second de- 
gree involvement over the back. The nongrafted 
areas also had healed but the resultant thicken- 
ed epithelium was firm and moved as a semi- 
rigid unit. (Figures 21 and 22.) 


This motion picture film, “Skin 
Grafting of Extensive Burns,” is avail- 
able on lean for showings at medical 
society meetings, medical schools and 
hospital staff conferences. 

It is a 16-mm. sound and color film 
and runs for 25 minutes. Bookings may 
be arranged by writing the Medical 
Director, Eaton Laboratories, Inc., Nor- 
wich, New York. 
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Medical Responsibility 


for Juvenile Delinquency 


NATHAN BLACKMAN 


ST. LOUIS, MISSOURI 


Juvenile delinquency is due to the child’s need to create situations of 
transient fear and to express discontent as well as to taunt and mimic the 
behavior and attitudes of the emotionally insecure parental figures. A 
plea is made for a wider acceptance of recent advances in the understand- 
ing of human motivation. The physician has an important role in com- 
munity education to its responsibilities in the rearing of children. 


gressive, antisocial behavior is to be ac- 

corded a modified responsibility, a humane, 
understanding yet firm, supervision, has been 
with us for some time. Yet the growing num- 
ber of delinquents, the high rate of recidivism, 
the notoriety of the more severe antisocial out- 
breaks among juveniles are quite indicative 
that the problem of our responsibility to the 
child and what to do about it has not been as 
yet adequately met. It is the purpose of this 
paper to point out some of our failures in the 
handling of delinquency that might be respon- 
sible for it. We have actually learned much 
about the reasons for aggressive behavior in 
children, yet we have applied but little of our 
knowledge to the actual prevention and curb- 
ing of delinquency. 

The discussion of free will in the execution 
of crime went on for about three centuries, 
until the McNaughton Laws (1843) excluded 
the insane from punishment for criminal acts. 
Prior to that time animals and even inanimate 
objects were sadistically destroyed if found to 
have had a part in a criminal act. The impulse 


Te concept that the child in throes of ag- 


Adapted from a paper presented at the annual meeting of the 
Academy of Forensic Sciences, Chicago, 1951. 


to punish the violator, to avenge an act, has 
continued to highlight the legal attitude toward 
delinquency.’ 

Modern scientific knowledge has made con- 
siderable gains in understanding the motivation 
as well as the causes of antisocial behavior. The 
need to place responsibility and to exact retribu- 
tion is now understood as part of man’s need 
to repress his own aggressive strivings, to curb 
tendencies held in abeyance within the cultured, 
civilized twentieth-century man. 

The growth of the child, the stages of aggres- 
sive and sadistic behavior which he goes through 
on his way to reaching a maturity compatible 
with our culture, contain some of the very stages 
that modern man had to traverse in reaching 
our present era. The adage that ontogeny re- 
peats phylogeny is applicable to the course of 
social evolution. In child-raising we have ac-° 
cepted the importance of curtailing misbehavior, 
imposing frustrations, and exacting punishment 
suitable to the grasp and need of the child— 
and of doing these things without forsaking the 
affection and warmth which permeate the 
parent-child relationship. Our recent experience 
in handling car thefts has clearly demonstrated 
that punishment alone defeats its purpose, that 
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recidivists are not corrected despite excessive 
punishment. Before the Dyer Act and certificates 
of title for cars, no amount of severe and re- 
pressive punishment curbed the rising number 
of car thefts. Here was a situation in which an 
alert and concerted community approach curb- 
ed a practice which at one time threatened to 
become as nocent as cattle-rustling was in its 
time. 

The fact that problems of responsibility to- 
ward juvenile delinquency still preoccupy us is 
due to the divergent views with which the 
legal and medical professions have regarded 
this problem. The public or legal attitude has 
been concentrated on administering punishment 
for an act. The medical view has grown to in- 
clude consideration of the reason for committing 
the act, and the tenet that the extent of punish- 
ment should take into consideration the indi- 
vidual and the reasons for the act as well as the 
ultimate benefits which society and the indi- 
vidual will obtain when punishment is meted 
out. It is this residue of cultural lag, this blind- 
spot of prejudice and inertia toward change, 
which characterizes our legal and moralistic at- 
titude toward crime. It is the hangover from 
retaliatory punishment, an atavistic need to 


Medicine 


assuage sadistic tendencies, that still dominates 
the courtroom. 

The McNaughton rules are no longer in har- 
mony with modern medical knowledge.* There 
are many mental conditions (in the child as 
well as in the adult) where the person’s mind 
may be clear as to what he is doing, but in 
which the true significance of the act escapes 
him. The moralistic attitude of knowing right 
from wrong is all too rigid, and the yardstick 
definition of individual responsibility is out- 
moded. There is a need to implant some of these 
concepts in the public mind and to incorporate 
them in the functions of the courtroom. Mod- 
ern concepts of motivation for criminal offenses 
must become standard tools in the handling of 
offenders, not only by those of us with psy- 
chiatrically oriented disciplines, but by all who 
are charged with the handling and reformation 
of delinquents. 

The line of demarcation between normal mis- 
chief and delinquency is not nearly as clear as it 
is popularly presumed to be.* In juvenile courts 
the preponderance of acts considered are listed 
as crimes against society (running away, incor- 
rigibleness, disorderly conduct, larceny, shop- 
lifting, prostitution, breaking and entering, 
malicious mischief, auto theft, robbery). This 
might be significant. In the distant past the 
brunt of aggressiveness has been traditionally 
directed against the father (parricide theme in 
ancient drama). How this role has been abdi- 
cated by the father and allocated to “society” 
may contain the very answer we are seeking in 
clarifying the responsibility of the child. 


I" judging responsibility it is meaningless to 
say that the culprit is 7 years or 17 years old. 
All other signs of maturity have to be consider- 
ed.? The community at large, in over-reacting 
toward the sex offender, acts as if it were un- 
aware that we are dealing with a medicopsycho- 
logic problem rather than with a punitive one. 
Society needs protection. But the best way of 
achieving this needed sense of security from 
sex offenders is through early detection, better 
treatment, and an alert, socially cognizant atti- 
tude of the courts whereby they are actually 
effective in preventing sexual offenses—not 
merely in punishing them. Although segrega- 
tion of the sex offender may be necessary, the 
frequent practice has been that of a punitive 
attitude toward even a mild psychosexual aber- 
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ration, resulting in a relentless sequence of a 
more hardened psychosexual deviation. 

Ultimately, with hardly any gain, and, at 
times, much loss, the community will have to 
accept the sexual offender who returns from 
the reformatory. It is this shortsightedness— 
in which the court “gets mad and throws the 
keys away” after the offender has been punish- 
ed—that is the most reprehensible. When the 
court fears, sneers at, or cynically disregards the 
medical opinion; when the psychiatric concepts 
of what will benefit the community most from 
a long-range constructive standpoint are dis- 
carded in favor of an immediate disposition 
(supposedly fear-inspiring) of a problem case, 
the result, in terms of real values, is an existence 
marred from early beginnings by stays in re- 
formatories. It is this difference of approach 
to the problem by society’s legal representatives 
as contrasted with the approach of medico- 
social disciplines that has to be cancelled out. 
The judicial and enforcement branches of soci- 
ety must learn to translate our more recently 
acquired concepts of human motivation into 
more humane, more genuinely constructive 
methods of handling delinquents. 


MODERN CONCEPTS OF DELINQUENCY 


Ms: factors such as broken homes, slum 
areas, etc.—which by themselves have been 
considered predisposing factors toward delin- 
quency—have been clearly disproved to be 
salient factors by themselves in the most recent 
work on juvenile delinquency.” The ability of 
the eventual nondelinquent to control his crim- 
inal or aggressive drives becomes apparent in 
early life (from the age of 4 or 6 years to puber- 
ty), and this despite the outbreak of sporadic, 
isolated acts which might even lead to difficul- 
ties with authorities. It is the inability to re- 
press aggressiveness and the lack of genuine 
affection from either parent that are most con- 
ducive to poor social adaptability and from 
which stem the lack of conformity and over-all 
aggressiveness that are so apparent in the 
juvenile delinquent. 


Every child may be considered a potential ~ 


aggressor.® The child needs to create irritation 
and anger in order to justify his tendency to 
project unto others his difficulties of growing 
up, of learning and accepting reality. At times 
the parent harbors unrecognized hostilities to- 
ward the child. This parent then reacts with 


even more hostility toward the child’s misbe- 
havior, as he needs to justify his inability to 
love the child. The child will react to this veiled 
hostility by resorting to lying, petty stealing, 
truancy—and the cycle of vindictive hurt feel-_ 
ings is begun. The parents feel guilty toward 
the child and-blame the school which, in turn, 
blames the parents; then the juvenile court 
comes in for its share of blame, and meantime 
the child’s path of social maladjustment goes 
on—with parents, teachers and legal authorities 
feeling baffled, helpless and mutually irritated. 
The child lashes out against society as a result 
of his early disillusionment in his parents.’ The — 
influence of the mother on the growing child 
can be traumatic as she fluctuates between lov- 
ing him and hating him.* This inconsistency of 
emotional tone, as well as exposure to prolonged 
periods of being taken care of by servants, might 
explain the aggressive behavior of children in 
homes that appear so secure (economically) on 
the surface. 

Children who commit homicide are not differ- 
ent from those involved in other acts of delin- 
quency.” The juvenile committing a homicide 
is reacting primarily toward what he has con- 
sidered a mistreatment, a continued irritation 
or a dictatorial interference in his personal liber- 
ties. He frequently fails to appreciate the sig- 
nificance of the death of another person. He 
has not foreseen the consequence of his deci- 
sion to act. It is noteworthy that children who 
commit homicide prove to be good social risks. 
If given adequate opportunities this group of 
delinquents may prove to have a lesser tendency 
to recidivism than other delinquents. 

The child involved in sexual misbehavior ~ 
frequently shows a generally poor personality 
organization.’® The girl sex delinquent seeks 
in her sexual activities a reassurance for the in- 
ability to compete with other girls.’' She re- 
sorts to sexual delinquency as a means of obtain- 
ing affection and caresses, which she seeks in 
the sexual act, while the boy delinquent seeks 
recognition in performing acts involving mus- 
cular strength, daring and competitiveness. 

Early traumatic experiences such as broken 
homes and lack of emotional strength within 
the family are important factors in the forma- 
tion of antisocial patterns of behavior.’*'* In 
tracing the need of belonging" in the growing 
child, the child’s quest for acceptance and his 
need for identification with a meaningful adult 
have been described. This need of becoming a 
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part of—of impressing one’s presence onto life 
around one—often leads to antisocial acts. The 
child needs to atone, to assuage a deep-seated 
inquietude about his presence in this world. 
He becomes aggressive or antisocial as his way 
of countering this basic deep-seated fear with 
another fear of something that he himself has 
created, manipulated, dared. In the lurking in- 
security of the child there is often a grim aware- 
ness of being isolated, of not being able to trust 
implicitly or to accede to and depend upon the 
immediate, close-to-him, adult. 


(= era breeds increased unrest as social, 
economic and political values crumble 
about us. With the world on the threshold of a 
new war, the insecurity of the individual is 
threatened to the depth of its most intimate 
existence. The belief or trust in emotional values 
becomes supplanted by a craving to acquire, to 
own, to dominate—rather than to love, to cher- 
ish, to create. Man, insecure as to his destiny, 
aware of his inability to cope with a world too 
complex, with tools too dangerous, with an in- 
ventiveness too precocious—man escapes into 
search of the superficial, the quest for the latest 
gadget or model rather than for values that are 
more lasting but also more poignant—if loss or 
separation should become imperative. 
~ It is this pace of our era that exerts such a 
strain on the existence of the family, and this to 
such a point that the strength of cohesiveness 
of the family becomes dependent on the ac- 
quisition of additional mechanical gadgets. That 
this goes along with an increase in juvenile 
delinquency (275,000 cases yearly in juvenile 
courts alone) should surprise no one. It is the 
child’s protest against the cynicism and lack of 
genuineness in the adults. The child is a natu- 
ral imitator. He sets patterns, makes demands 
in terms of the values, strengths and feelings of 
being wanted that he observes about him. 
~ Tyo be raised by a mother who harbors vin- 
dictiveness toward the child for her subservi- 
ent status in her marriage, or by a father who 
sees in the child an additional reminder of the 
immaturities that are his—to be raised by par- 
ents so involved in their own fights for recogni- 
tion—leaves the child with a perception of 
being isolated, thrown upon himself—a harrow- 
ing feeling of fear and apprehension which is 
quite difficult to cope with. Acts of aggression, 
of not conforming, stem from this awareness 


that adults are timid, inconsistent, wrapped up 
in their own egocentric existence—unable to pro- 
vide patterns to emulate or standards of con- 
duct and character traits worth imitating. 

~ The divorce rate and the number of the il- 
legitimate births (100,000 yearly) are further 
tokens of our lack of sense of responsibility to- 
ward the growing child. The immediate reac- 
tion of an adolescent, upon learning that his 
birth certificate mentions that he is an illegi- 
timate child, is that of rage and aggression 
against all adults. How many among us are 
really concerned that the young should not bear 
the consequences of an act in which they had 
no part—that of being born out of wedlock? 
A youth once confided that he would never 
dare to propose to a girl nor build a future of 
his own for fear that his illegitimacy should 
become known. Another one threatened suicide 
when he learned, as part of contemplating a 
military career, that he is illegitimate. 

~ The problem of juvenile delinquency is really 
the problem of the adults—their acceptance of 
mature concepts, adequate goals, and a genuine- 
ness toward life. 

Adults must make a continued dedication to 
an existence in which they sharé and participate 
in the day to day activities of the community, 
where definite responsibilities and demands are 
automatically a part of one’s existence. It is 
this deeper sense of belonging—as it becomes 
more felt and exercised by the adults—that will 
also encourage a respect for our responsibility 
in raising children with the devotion, care, 
closeness and intimacy that only a self-respect- 
ing adult can actually exercise. 


~ WHOSE RESPONSIBILITY ? 


Definition of our responsibility to the child is 
actually an exercise in evaluation of the com- 
munity’s conscience. In evaluating the factors 
conducive to delinquency the role of the adults 
and their lack of emotional strength and gen- 
uineness takes precedence over any other single 
factor in creating insecurity. The tone of iso- 
lation that is bred into a child raised by parents 
devoid of emotional strength is a motivating 
factor in the perpetration of delinquent acts. It 
is this simple and single truth in the causation 
of delinquency that has to be accepted by the 
community and its legal spokesmen so that it 
becomes a reality in the handling of delinquents. 

In ascertaining responsibility adults must re- 
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examine their own conduct. How genuinely are 
new school taxes supported, recreational facili- 
ties created, a community existence fostered 
where the rights and duties of the parents are 
recognized—not only to a secure economic 
existence, but also to the even more important 
task of raising and nurturing their children in 
an atmosphere of belonging, of rightfully shar- 
ing and not of blaming, of being the apex and 
the fruition of a life and not an instrument of 
its deprivation? A community that does not 
blame the individual parent, nor school, nor 
probation officer nor judge for obtuse disposi- 
tions in its children, but takes to heart any out- 
break of juvenile hooliganism as a symptom 
which mimics something that is wrong and 
socially unhealthy in areas all too uncomfortably 
close to the hearts of the adults themselves in 
that community; a community geared for the 
main function of living—that of a wholesome, 
secure, equitable existence in which the young 
are raised as a common right and venture into 
the future—such a community will share the 
responsibilities for the delinquent child, not just 
tacitly duck them. In this way mutual confidence 
and assurance of a common belonging will not 
be limited to Fourth of July orations, but will 
be an everyday occurrence. 


Box modern concept of motivation in the 
perpetration of aggressive, antisocial acts 
must not remain the special province of any one 
professional discipline. It ought to be shared 
and become a part of the consciousness of every 
intelligent adult, so that the prevention as well 
as the handling of wayward youth becomes a 
part of everyone’s responsibility and not only 
the responsibility of the authorities involved in 
legal dispositions. 

Juvenile delinquency is a mirror of the cyni- 
cism of our culture. It is not a phenomenon 
apart from us. The readiness to cope with it 
by stringent, repressive measures is an indica- 


tion of the guilt that is ours in its perpetration. 
We know that one does not repress guilt by 
projecting vindictiveness upon others. The mod- 
ern method of handling our responsibility for 
the delinquent child must be a constructive 
admission of past failures, and a renewed aware- 
ness that the raising of children, including their 
misbehavior, is the common concern and re- 
sponsibility of all adults in the community, and 
not one to be merely relegated to the law en- 
forcement agencies or the existent social and 
medical services. 


SUMMARY 


1. Our responsibility to the child is actually 
the community’s responsibility to understand 
and eradicate the causes of delinquency. 

2. Delinquency in the young is a lashing-out 
at prevailing norms. It is caused by the cyni- 
cism, lack of genuineness, and emotional in- 
security shown by the parents. The growing 
child is raised with a sense of isolation, an ap- 
prehension and tension which stem from the 
emotional aloofness shown by immature par- 
ents. The aggressiveness and antisocial acts be- 
come.a means of at least a tenuous identification 
with life, a substitution and a creation of fears 
and hostilities easier to cope with than those 
resulting from the unresolved disappointments 
of a distorted parent-child relationship. 

3. Delinquency—as a problem in prevention, 
supervision and eradication—cannot be rele- 
gated to law enforcement agencies alone. It 
has to remain a total community responsibility 
in understanding, planning and execution. 

4. The gap between what is known about 
motivation in delinquency and what is applied 
in the courts, when they attempt to ascertain 
responsibility for these conditions, will not be 
closed until the community as a whole becomes 
more cognizant of the advances which have 
been made in the field of psychiatry toward 
understanding of the causation of delinquency. 
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GENERAL PRACTICE 


eview 


To provide the general practitioner, as well as the 
specialist, with concise, readily available information 
on the latest, proved methods of treatment of condi- 
tions commonly encountered in an average practice, 
PosterapuaTe Mepicine offers this department to its 
readers. It is not, of course, intended to present these 
discussions as the only acceptable therapeutic proce- 
dures to be used, but rather to offer simple regimens 
and recommendations based on the extensive expert- 
ence of the physicians who prepared these summaries. 


Selecting the Proper ‘Treatment 


for Hyperthyroidism 


MAVIS P. KELSEY* 


UNIVERSITY OF TEXAS, HOUSTON 


HE advent of 
antithyroid 
drugs and of 


radioiodine and 
the general im- 
provement in pre- 
operative and sur- 
gical procedures 
have resulted in a 
choice of several 
methods of treat- 
ment for hyper- 
thyroidism. Any 
one of these meth- 
ods is highly satis- 
factory for control- 
ling most cases of KELSEY 
hyperthyroidism, 
but for each case there is one method which is 
best and which, in special circumstances, may be 
lifesaving. With proper choice of therapy, the 
mortality rate for hyperthyroidism is being re- 
duced almost to zero—not only among patients 
*Professor of Clinical Medicine, University of Texas, Postgraduate 


School of Medicine; Associate in Internal Medicine, M.D. Anderson 
Hospital for Cancer Research, Houston, Texas. 


observed in the large clinics, but also for the even 
greater number of patients with this disease 
who are treated by the average practitioner and 
surgeon. Since the new methods have not yet 
been fully developed, this report can present 
only the current thoughts on the subject. 


SURGERY 


Thyroidectomy is still the best treatment for 
patients with uncomplicated hyperthyroidism— 
and these make up the majority of cases. Of all 
the methods of treatment, operation is the only 
one with a proved record of long-term high suc- 
cess, and it still has the best record for immedi- 
ate results. The disease is rapidly controlled, the 
period of hospitalization is only four to six days 
and the patient can return to work in two to 
four weeks. It offers few complications, a low 
mortality rate and a minimum of follow-up 
therapy. 

Patients with mild uncomplicated hyperthy- 
roidism may be prepared for surgery with a 
highly nutritious diet, sedatives, rest and moder- 
ate physical activity. Confinement to bed should 
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be reserved for the severest and most compli- 
cated case. In these cases, as hyperthyroidism 
is brought under control, the patients should be 
up and around before surgery because confine- 
ment leads to weakness and prolonged post- 
operative morbidity. In the mild cases, preopera- 
tive iodination for one to four weeks almost 
completely relieves hyperthyroidism and_ vir- 
tually eliminates surgical risk. Less time is re- 
quired for preparation and there are fewer 
surgical complications when this method is em- 
ployed than when antithyroid drugs are added. 
The antithyroid drugs should be reserved for 
patients with severe hyperthyroidism or other 
complications which increase the risk of sur- 
gery. Once antithyroid medication is instituted, 
it should be utilized in doses large enough and 
over a long enough period of time to render the 
patient euthyroid before operation. When anti- 
thyroid drugs are given, iodine should be admin- 
istered for two or three weeks before operation 
to reduce partially the surgical difficulties attend- 
ant to increased vascularity of the gland. Despite 
the belief that digitalis and quinidine are dan- 
gerous to administer to a patient with hyper- 
thyroidism, they are used with success pre- 
operatively and postoperatively for patients with 
heart failure and auricular fibrillation. 

Cyclopropane has produced sudden cardiac 
failure in thyrotoxic patients and should be 
avoided. Local anesthesia or general anesthesia 
with ether is the most widely used. One stage 
bilateral subtotal thyroidectomy, leaving tissue 
equivalent to about one fifth to one tenth of a 
normal gland, is the most popular procedure; 
a number of good surgeons prefer total thy- 
roidectomy. Two stage procedures should be 
avoided. All nodules should be removed, even 
at the risk of producing myxedema. Most sur- 
geons now locate the recurrent laryngeal nerves 
and attempt to locate two or more parathyroid 
glands. 

Disadvantages of thyroidectomy include the 
usual risks of surgery. Some patients can never 
be prepared for safe surgery. However, in ex- 
perienced hands, operative mortality is remark- 
ably low—o.1 to 0.5 per cent—and most deaths 
result from cardiac complications or tracheal 
obstruction; thyroid crises are now rare, due to 
early diagnosis and proper management. Post- 


operative complications and sequelae include 
hemorrhage (2 to 5 per cent), respiratory ob- 
struction requiring tracheotomy (about 1 per 
cent), parathyroid tetany (5 per cent transient, 
1.5 per cent permanent), myxedema (5 per cent 
or higher), recurrent hyperthyroidism (3 to 15 
per cent), and -recurrent laryngeal nerve injury 
(4 per cent transient, 1 per cent permanent). 


NATURAL IODINE 


Iodine causes a marked prompt improvement 
in nearly every patient with hyperthyroidism. 
This effect is often apparent within 24 hours 
with maximum results occurring in about two 
weeks. Sometimes mild hyperthyroidism may 
be controlled for indefinite periods. Means points 
out that hyperthyroidism does not become re- 
fractory to iodine. Although thyrotoxicosis may 
become worse while iodine is being given, the 
patient is obtaining partial relief, for he will get 
even worse if iodine should be discontinued. 
This worsening of thyrotoxicosis represents the 
natural course of the disease which is only in- 
fluenced by iodine to the extent that it follows 
a lower level of severity than would be true if 
iodine were not given. 

Since it is rarely curative, iodine is used 
chiefly as a supplemental agent in treating per- 
sons with hyperthyroidism. The usual dose for 
preoperative preparation is 10 drops, thrice daily, 
of compound solution of iodine (Lugol’s solu- 
tion; one drop contains 1 mg. of iodine) or 
saturated solution of potassium iodide or sodi- 
um iodide. This is in excess of requirements but 
assures adequate iodination. There is no advan- 
tage in using the specially prepared organic 
iodides. Iodine is also used postoperatively for 
its possible protective effect against recurrence 
of hyperthyroidism in diffuse toxic goiter, the 
usual dosage being 15 drops daily for the first 
three months, 5 drops daily for the next nine 
months, then 5 drops weekly for an indefinite 
period. Iodine solution is also used along with 
other measures in doses up to 100 drops by 
mouth or in infusion for prevention and treat- 
ment of thyroid crisis. It is sometimes used in 
mild thyrotoxicosis during pregnancy to delay 
thyroidectomy until after delivery. Mild recur- 
rence of thyrotoxicosis often can be controlled 
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with iodine until a spontaneous remission oc- 
curs. Another useful procedure is the daily ad- 
ministration of iodine for about two weeks as a 
diagnostic test where the diagnosis of hyper- 
thyroidism is in doubt. 

Disadvantages of iodine include the fact that 
its administration must be discontinued for 10 
or more days before radioiodine is given. Also, 
iodine given before antithyroid medication is 
instituted may delay the effect of the antithyroid 
drug. Common reactions to iodine, including 
rashes, sore throat and swollen tender salivary 
glands, often may be controlled by reducing the 
dose to 2 drops thrice daily. It must be em- 
phasized that iodine rarely controls hyperthy- 
roidism. Partial control is unsatisfactory, and 
dependence on such therapy often causes a state 
of debility or cardiac failure, making other 
measures more difficult to institute. 


ANTITHYROID DRUGS 


Propyl thiouracil and methyl thiouracil are 
the antithyroid drugs in most common usage. 
Methimazole (tapazote®) and _ iodothiouracil 
(irruUMIL®) recently have been introduced. The 
usual dosage for propyl thiouracil, methyl 
thiouracil and iodothiouracil is 300 mg. daily, 
and for tapazole 15 mg. daily. Since these drugs 
are excreted rapidly, it is important that they be 
administered in divided doses. A common error 
is to obtain only partial control of hyperthy- 
roidism or to continue the drug for an insufh- 
cient period of time. Sometimes the dosage must 
be doubled to obtain the desired response. White 
blood counts should be made at least weekly for 
the first month, then each month thereafter. 
The patient should report promptly if symp- 
toms of agranulocytosis or other serious compli- 
cations appear. If the white blood count drops 
below 4000 per cubic millimeter, the drug 
should be discontinued. When given for pro- 
longed medical control, the dosage is reduced 
when the patient becomes euthyroid, and a 
maintenance dose of 50 to 300 mg. daily, de- 
pending on individual response, is continued 
for a year or longer. The basal metabolic rate is 
maintained at zero or slightly lower. 

The most valuable use of antithyroid drugs is 
in preparation for thyroidectomy, particularly in 


severe or complicated thyrotoxicosis. Next in im- 
portance is its use for continuous medical man- 
agement of selected cases which are unsuitable 
for surgical measures. These include recurrences 
following surgery, thyrocardiac disease, poor 
surgical risks from nonthyroid causes, and pa- 
tients who refuse surgery. It is occasionally use- 
ful in cases of borderline hyperthyroidism. 
Nodular goiters do not respond well. Anti- 
thyroid drugs sometimes cause myxedema or 
goiter in offspring when given to pregnant 
women, but many have received it without 
harm to mother or child. Myxedema may oc- 
cur in breast-fed infants whose mothers are 
taking antithyroid drugs. Children or juveniles 
with hyperthyroidism are better treated by sur- 
gery. When possible, any patient who fails to 
respond to adequate doses of antithyroid drugs 
should be treated by other measures. 

Patients with large goiters or severe hyperthy- 
roidism are the most difficult to control and most 
likely to have recurrence when medication is 
stopped. After eight months or longer of medi- 
cation, the incidence of relapse is from 20 to 
50 per cent, and some have relapsed after two 
and one-half years of medication. Although 
patients can perform their daily duties, it is 
often too difficult or expensive for them to con- 
tinue medication and frequent office visits in- 
definitely. Others do not have the intelligence 
or inclination to continue treatment. 

The most serious disadvantage of the anti- 
thyroid drugs is the occurrence of toxic reac- 
tions. Agranulocytosis usually occurs soon after 
the medication is begun, but it may occur at 
any time and with such rapidity that frequent 
blood counts will not disclose its imminence. 
Other severe reactions include leukopenia, poly- 
arthritis, jaundice, psychosis, fever and purpura. 
Less severe reactions are skin eruptions, nausea 
and diarrhea, anemia and edema. 


RADIOIODINE 


When given orally in a glass of water, radio- 
iodine is soon concentrated almost exclusively in 
the thyroid. It controls hyperthyroidism in the 
same manner as does roentgen therapy except 
that larger doses of radiation can be delivered 
to the gland by radioiodine. It is available to 
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approved institutions as I'*', procured by air 
from Oak Ridge, Tennessee, at 80 cents a milli- 
curie plus shipping charges. The proper dose of 
radioiodine is difficult to determine. It can be 
arrived at by giving multiple small doses of 2 
to 4 millicuries until therapeutic effect is ob- 
tained or by a single dose based on “educated 
guessing.” The usual effective dose is from 4 to 
20 millicuries. Following the dose, there may be 
transient aggravation of hyperthyroidism and 
tender swelling of the thyroid. The patient be- 
gins improving in one or two weeks, and be- 
comes euthyroid within two to six months. 

Radioiodine is most useful in treating patients 
who are poor surgical risks and who cannot be 
prepared for safe surgery by iodine and anti- 
thyroid drugs. These include thyrocardiacs, re- 
currences (particularly those with vocal cord 
paralysis), patients who are intolerant to icdine 
or antithyroid drugs, those with diseases else- 
where in the body, and patients who do not co- 
operate during antithyroid therapy. There are 
few immediate complications to radioiodine 
therapy and the patient can usually continue to 
do his work. 

Due to the elaborate equipment and tech- 
nically trained personnel needed, radioiodine is 
available only in medical centers. Precautions 
for avoiding effects of radiation hazards are 
necessary. The most serious disadvantages today 
are the possible carcinogenic effect of radio- 
iodine on the thyroid and the possible harmful 
effect on the offspring of patients receiving it. 
In spite of much speculation, the answers will 
be learned only after more years of observation. 
In the meantime, radioiodine should be given to 
young patients only when its risks are greatly 
outweighed by the risks of other treatments. It 
should be reserved for patients past the child- 
bearing age who are poor risks for operation. 
Other disadvantages of therapy with radio- 
iodine, although not serious, are the high in- 
cidence of persistence of hyperthyroidism and 
the development of myxedema because the 
dosage cannot be accurately determined. Per- 
sistent hyperthyroidism can be treated success- 
fully by another dose of radioiodine. Compared 
with the serious complicated hyperthyroidism 
which many of the patients have before radio- 
iodine is given, myxedema is relatively minor. 


SELECTING THE PROPER TREATMENT 


After reviewing the principal methods of 
treatment and their advantages and disadvan- 
tages, the proper treatments in order of choice 
can be recommended for each of the clinical 
types of hyperthyroidism encountered. 

Uncomplicated mild exophthalmic goiter—(1) 
The treatment of choice is thyroidectomy after 
preparation with iodine. (2) Antithyroid drugs 
can be used preoperatively but are not neces- 
sary in these mild cases. (3) Prolonged medical 
management may be recommended if the pa- 
tient refuses surgery or if there is a small 
diffuse goiter with mild hyperthyroidism. (4) 
Radioiodine is widely used for these patients but 
should be reserved for the older patients. 

Uncomplicated severe exophthalmic goiter— 
(1) The best treatment consists of (a) prepara- 
tion with an antithyroid drug, (b) administra- 
tion of iodine and (c) thyroidectomy. (2) 
Some clinicians still prepare their patients with 
iodine alone, but they are subjecting them to 
undue risk. (3) Prolonged medication with 
antithyroid drugs and (4) radioiodine therapy 
are less useful measures. 

Complicated exophthalm:c goiter—(1) Pa- 
tients who are poor surgical risks in spite of 
preoperative preparation are best treated with 
radioiodine. (2) Prolonged management with 
antithyroid drugs is often the only method avail- 
able. It is an excellent procedure but has more 
disadvantages than the use of radioiodine. (3) 
Some patients who are treated with antithyroid 
drugs eventually become candidates for surgery 
without unduly high risk. In thyrotoxicosis com- 
plicating pregnancy, the treatment of choice in 
most cases is thyroidectomy after preparation 
with iodine. Malignant exophthalmos is more 
likely to occur following treatment for mild 
hyperthyroidism. No one form of treatment is 
more effective than are the others in preventing 
this sometimes serious complication. 

Nodular goiter with hyperthyroidism—(1) 
The treatment of choice is surgical removal. 
This is particularly true because of the possi- 
bility of malignancy in nodules, the mechanical 
effect of nodular goiter, and the frequently poor 
response to antithyroid drugs or radioiodine. 
When hyperthyroidism is mild, preoperative 
administration of iodine is sufficient. (2) In the 
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more severe or complicated cases, antithyroid 
drugs may be given preoperatively but should 
be used with great care in intrathoracic goiter 
or in those causing mechanical symptoms. (3) 
If these patients cannot be made reasonably safe 
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for surgery, radioiodine offers the next best 
treatment. (4) Prolonged medical management 
with antithyroid drugs should be undertaken 
only if radioiodine is not available and surgery 
is too risky. 


Treatment of Pernicious Anemia 


JEROME T. PAUL* 


UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE, CHICAGO 


ERNICIOUS anemia 
Pp: a deficiency dis- 

ease due to the lack 
of a specific substance 
essential to the normal 
maturation of the red 
blood cell. It is charac- 
terized by a constantly 
occurring achlorhydria 
associated with hemat- 
ologic, gastrointestinal 
and neurologic disturb- PAUL 
ances. At the present 
time there are two satisfactory agents for the 
treatment of pernicious anemia. For many 
years parenteral liver extract has been the treat- 
ment of choice in this disease. Recently it has 
been shown that vitamin Biz has also been effec- 
tive in its management. The defect or deficiency 
responsible for the development of pernicious 
anemia is permanent. Hence, the treatment of 
the patient with this disorder must be constant 
and continuous throughout his whole life. 


TREATMENT WITH LIVER EXTRACT 


Oral preparations of liver extract have been 
employed but are much less effective than the 
parenteral administration of the drug. Gener- 
ally they are disagreeable to take, costly and do 
not afford complete protection against neuro- 
logic involvement. Liver extract for intramus- 
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cular injection is available in several different 
strengths, such as 1, 2, 5, 10 and 15 units per 
cubic centimeter. Concentrated solutions of liver 
extract containing 15 units per cubic centimeter 
are recommended since they provide maximum 
effect with less bulk. 

In the initial or recurrent episode of relapse 
the patient should receive 1 cc. (15 units) of 
liver extract intramuscularly once daily during 
the first week, followed by 1 cc. three times 
weekly until the blood findings are normal. 
One of the most valuable hematologic criteria 
of adequate treatment is a return of the red cell 
size to normal limits as determined by the 
mean corpuscular volume. In uncomplicated 
cases of pernicious anemia the response to ther- 
apy is rapid and gratifying. Within 48 hours an 
increase in the number of reticulocytes is noted 
on examination of the peripheral blood, with a 
maximum response on the fourth to the seventh 
day. There is usually a lag in the erythrocyte 
count but after two weeks of therapy a signifi- 
cant improvement in the total count is found. 
Clinical improvement is likewise prompt. Glos- 
sitis, diarrhea and other gastrointestinal disturb- 
ances diminish and, with the increased appetite 
and absorption, a general feeling of well-being 
develops. In a true case of pernicious anemia 
the achlorhydria always remains. Patients with 
neurologic lesions show gradual improvement 
although the paresthesias may continue for some 
time. 

After the blood values, including the hemo- 
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globin, red cell count and mean corpuscular 
volume, have reached normal limits it is impor- 
tant to establish the maintenance dose of par- 
enteral liver extract. As mentioned before, treat- 
ment is necessary throughout the life of the 
patient. In most instances adequate maintenance 
therapy is obtained by the injection of 1 cc. (15 
units) of liver extract every three weeks. Occa- 
sionally it may be necessary to administer liver 
extract at weekly or biweekly intervals. Since 
requirements vary in different individuals close 
supervision of the blood and clinical findings 
is essential in determining adequate therapy. It 
is to be remembered that in this disease it is 
preferable to give excessive treatment rather 
than to risk the danger of irreparable damage 
to the nervous system. 

Allergic reactions to liver extract occasion- 
ally are encountered. Sensitivity may develop 
during the course of treatment or following re- 
sumption of injections after they had been dis- 
continued. Manifestations of reaction to liver 
extract are variable. Urticaria or local reactions 
with pain, induration, erythema and pruritus 
are most frequent. However, it has been report- 
ed’ that severe anaphylactic shock may follow 
the intramuscular injection of liver extract. Al- 
lergic reactions to liver extract are relieved by 
the hypodermic injection of 0.5 cc. of epineph- 
rine hydrochloride 1:1000 dilution or by the 
intravenous use of BENADRYL®. Vitamin Biz may 
be substituted for those patients sensitive to liver 
extract. It is indeed fortunate that at this time 
we have such a satisfactory alternate in the ther- 
apy of pernicious anemia. 


TREATMENT WITH VITAMIN B. 


Since the initial report by West” in 1948, many 
confirmatory studies have established the effec- 
tiveness of vitamin Biz in the treatment of per- 
nicious anemia. Vitamin Bie is a red, crystalline 
compound containing nitrogen, phosphorus and 
cobalt. This substance was originally isolated 
from liver but can also be obtained from the 
fermentation products of certain micro-organ- 
isms including the Streptomyces. Crystals de- 
rived from cultures of S. griseus have physical 
and chemical properties similar to crystalline 
vitamin Biz from liver. It is administered by 


intramuscular injection in saline solution and 
is effective in microgram quantities. Clinical re- 
sults indicate that the effect of 1 mcg. of vita- 
min Biz is equivalent to that of one vu.s.P. unit 
of liver extract. Repeated observations definitely 
prove that vitamin Biz induces hematologic re- 
missions, prevents neurologic involvement and 
controls the gastrointestinal manifestations of 
pernicious anemia. 

For the initial treatment of uncomplicated 
pernicious anemia with vitamin Biz, 15 mcg. 
should be administered intramuscularly daily 
during the first week of therapy and thereafter 
three times weekly until a complete remission 
results. Response to therapy is similar to that 
obtained with concentrated liver extract. Within 
three to five days the patient shows a striking 
clinical improvement associated with the typical 
rise in reticulocytes. 

Maintenance dosage must be established in- 
dividually in each case. Usually an intramus- 
cular injection of vitamin Biz (15 mcg.) every 
15 days will prove satisfactory. Adequate dosage 
can be determined by repeated studies of the 
blood and by the clinical status of the patient. 

The oral administration of vitamin Biz in the 
treatment of pernicious anemia has been prac- 
ticed. It has been observed that the mixture of 
Biz with normal gastric juice greatly increases 
its potency. When vitamin Biz is given alone 
orally, from 30 to 60 times the amount of the 
parenteral dose is required. Patients with per- 
nicious anemia associated with severe neuro- 
logic and gastrointestinal changes should not be 
treated orally with vitamin Bie. 

No allergic reactions or toxic effects have 
been noted following the administration of 
crystalline vitamin Biz. Intramuscular injections 
do not produce induration or discomfort at the 
site of injection. Approximately 3 to 5 per cent 
of patients develop a sensitivity to parenteral 
liver extract. Vitamin Biz may be safely substi- 
tuted for liver extract if allergic manifestations 
occur. 


TREATMENT OF PERNICIOUS ANEMIA 
WITH NEUROLOGIC INVOLVEMENT 


It has been reported that 30 to go per cent of 
patients with pernicious anemia have symptoms 
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or findings referable to the nervous system. Oc- 
casionally severe neurologic changes are found 
associated with a slight degree of anemia. On 
examination the most frequent findings encoun- 
tered are ataxia and diminution or loss of 
vibratory sense. The far advanced cases show 
complete ataxia with inability to stand un- 
assisted, and sphincter disturbances. 

Patients with neurologic lesions require larger 


this time and it is considered that the concen- 
trated liver extracts alone or with vitamin B12 
offer the best results. It should be emphasized 
that if adequate therapy is begun early, changes 
in the nervous system are reversible. The re- 
sponse to therapy depends on the duration of 
the neural lesions rather than on the extent of 
involvement. 

Coordination exercises are a helpful adjunct 


doses of liver extract or vitamin Biz than are __ in the treatment of patients with nervous system 
administered to uncomplicated cases. Such pa- changes. They are particularly useful in those 
tients should receive 15 units of liver extract or | who have been disabled for a long time. By 
15 mcg. of vitamin Biz three times weekly for carefully graduating the exercises, and with 
six months. A maintenance dose of 30 units or restoration of muscular strength, increased 


30 mcg. weekly should be continued. It is pos- | movements of the extremities can be attained. 
sible that larger doses may be necessary. 

At one time it was believed that the crude 
preparations (2 units per cubic centimeter) of 
liver extract were advantageous in the treatment 
of pernicious anemia with neurologic involve- 
ment. This opinion is not generally shared at 
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TWO HUNDRED YEARS OF SERVICE 


THIs YEAR, Pennsylvania Hospital, the oldest in the United States, 
commences its third century of service to the people of Philadelphia 
and to humanity. Founded by an act of the Colonial Assembly in 1751, 
its charter designates its purpose “for the relief of the sick poor of this 
province, and for the reception and cure of lunatics.” Later, Benjamin 
Franklin, who had conceived the canny idea of matching private sub- 
scriptions with public funds and so lured both legislators and citizens 
into contributing, wrote: “The institution has by constant experience 
been found useful, and ...1.. . easily excused myself for having 
made use of some cunning.” The hopeful vision of Franklin and the founders has been splendidly 
realized. The hospital has moreover demonstrated the appropriateness of its seal, a medallion show- 
ing the open door and welcoming gesture that greet a wearily drooping patient being helped to dis- 
mount from his horse. The whole is encircled by no grandiloquent Latin motto but the simple 
words befitting the City of Brotherly Love, “Take Care of Him—I Will Repay Thee.” 


The idea of the hospital originated in the mind and heart of Dr. Thomas Bond (1712-1784), 
inventor of the fracture splint that still bears his name, and instigator, in 1766, of the first systematic 
courses of clinical lectures in America. These were presented in the hospital’s first permanent build- 
ing at Eighth and Spruce Streets, still in use as the nucleus of a greatly enlarged structure. He ob- 
tained permission from the Board of Managers of the hospital to utilize its facilities for bedside 
demonstrations. Headed by the influential merchant, Joshua Crosby, and later by Benjamin Frank- 
lin, they were a progressive and conscientious group. One of their practices was to fine members 
who were absent from board meetings, a custom perpetuated by board members today who solemn- 
ly deposit fifty cents for each meeting they miss! 
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ediatrics 
IN GENERAL PRACTICE 


For general practitioners, in whose practice is included a 
major proportion of the medical management of infants 
and children, and for the specializing pediatrician as well, 
PostcrapuATE Mepicine presents this special regular de- 
partment devoted to brief discussions by recognized 
authorities on their preferred methods of the treatment 


and management of diseases and problems of infancy and 
childhood. 


Pulmonary Hyaline Membranes in 
Newborn Infants 


HERBERT C. MILLER* 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE, KANSAS CITY, KANSAS 


YALINE mem- 
H branes have 

been observed 
with great frequency in 
the lungs of newborn 
infants—particularly in 
premature infants who 
die in the first few days 
after birth. It is -gener- 
ally believed that these 
membranes are signifi- 
cant factors in neonatal 
mortality. From 25 to 50 per cent of the deaths 
among premature infants and 10 to 15 per cent 
of the deaths among infants with birth weights 
over 2.5 kg. (514 lb.) are thought to be related 
to the presence of these hyaline membranes.’ * 
Since premature birth is in itself one of the 10 
leading causes of death in the United States, it 
can readily be seen that pulmonary hyaline 
membrane disease holds a very prominent place 
in the list of lethal diseases in this country at the 
present time. It almost certainly is the chief cause 
of death among children today. 
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Comparatively little has been written about 
this disease because of a general lack of interest 
in and understanding of the pathologic and 
physiologic changes taking place in the lungs 
of newborn infants. Few complete autopsies 
appear to have been done on newborn infants 
and the use of such meaningless terms as “atelec- 
tasis” and “prematurity” on death certificates 
has been widespread. Much has been written 
about the role of aspiration in the prevention 
of lung expansion, but very little investigative 
work has been done. 

The theory that hyaline membranes are pro- 
duced by the aspiration of amniotic sac con- 
tents has been generally accepted, although the 
evidence for this theory has been entirely cir- 
cumstantial. Recently this circumstantial evi- 
dence has been re-examined and, as a result, the 
opinion has been advanced that the hyaline 
membranes probably are not caused by aspirated 
amniotic sac contents but by some other type 
of injury to the lung.’** Regardless of the out- 
come of the present controversy over the patho- 
genesis of pulmonary hyaline membranes, there 
is bound to be an increase in knowledge of the 
fundamental processes associated with expan- 
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sion of the lungs following birth. 
There are a few salient facts that have been 


established concerning these hyaline mem- 


branes. The membranes can readily be identified | 


microscopically with an ordinary hematoxylin 
and eosin stain (Figure 1). Fat has occasionally 
been demonstrated in tne membranes and a 
polysaccharide aldehyde has consistently been 
found in them by one group of workers.’ Re- 
peated attempts to demonstrate fibrin, collagen, 
amyloid, muscle, iron or metachromatic sub- 
stances so far have failed. 

Most investigators have been unable to find 
these membranes in stillborn infants or in in- 
fants who die less than an hour after birth. 
They are pre-eminently found in the lungs of 
premature infants weighing from 1 to 2.5 kg. at 
birth and have been reported to have an inci- 
dence of 60 per cent in the autopsies done on 
infants in this weight group.’ They are rarely 
found in the lungs of infants who weigh over 
3 kg. at birth. Most of the infants who are 
found to have hyaline membranes in their lungs 
at autopsy have died within 48 hours after 
birth, but occasionally one lives until the fourth 
or fifth day or even longer. 

The clinical course of the condition is char- 
acterized by cyanosis and alternating periods of 
apnea and dyspnea accompanied by marked 


FIGURE 1. Photomicro- 
graph of lung showing 
hyaline membranes 
lining air spaces. 


retraction of the lower chest wall on inspiration. 
Usually the mother has had an uneventful 
pregnancy, except perhaps for a premature onset 
of labor, and the obstetrician has experienced 
no partieular difficulty with the conduct of labor 
or the delivery. The infant usually has no ob- 
vious defect and nothing seems to be wrong 
except the cyanosis and abnormal respirations. 

No physical findings or laboratory tests have 
been reported which permit one to establish the 
diagnosis of hyaline membranes during life. 
However, Millertand Jennison, after studying a 
series of over 4o0d:consecutive births at the Uni- 
versity of Kansas Medical Center, were able to 
predict that, at autopsy, hyaline membranes 
would be found with an accuracy of go per cent." 
Their prediction was based on the presence of 
the following factors: (1) a birth weight be- 
tween 1 and 2.5 kg., (2) death of the infant 
within 48 hours after birth, (3) an uncompli- 
cated pregnancy (premature onset of labor ex- 
cepted), (4) labor and delivery that were 
uneventful and (5) the absence of any defect 
or any other disease in the infant. These infants 
cause the attending physician a great deal of 
concern because of the marked respiratory dif- 
ficulties for which there is no apparent ex- 
planation. When the infants die, the physician 
uses such terms as “atelectasis” and “prematur- 
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ity” to explain the deaths. These are meaning- 
less terms, since 80 to go per cent of all infants 
born prematurely survive and since the lungs 
of all infants are non-air-containing at birth. 

There has been general agreement that these 
membranes kill the infant by preventing the 
lungs from expanding, but there is no precise 
knowledge as to the mechanism involved. The 
presence of obstruction has been suggested by 
the facts that at autopsy the lungs grossly re- 
semble liver and that microscopically there are 
areas of atelectasis alternating with emphysema. 
The infant’s exaggerated breathing also sug- 
gests obstruction. If there is obstruction, as it 
seems reasonable to believe, then presumably it 
is located in the bronchioles or alveolar ducts, 
for the trachea and bronchi usually are free of 
material and the alveoli themselves often are 
observed to be in an emphysematous state even 
though lined with hyaline membranes, indi- 
cating the ability of the alveolus to expand even 
though extensive hyaline material is present. At 
postmortem examination of lungs containing 
extensive hyaline membranes, Behrle, Gibson 
and Miller were unable to obtain satisfactory 
expansion with considerable negative air pres- 
sures.® Interestingly enough, they reported that 
the presence of large amounts of blood, edema 
fluid, exudate and amniotic fluid in the alveoli 
did not prevent satisfactory expansion of the 
lungs. Since blood, edema fluid and exudate 
are often found associated with hyaline mem- 
branes, apparently the important factor in pre- 
venting lung expansion is the hyaline material 
and not the accompanying hemorrhage, transu- 
date and exudate. 


THEORIES ON PATHOGENESIS 


The real controversy centers around the patho- 
genesis of hyaline membranes. Most investiga- 
tors have held that they are produced by 
aspiration of amniotic sac contents. Farber and 
Wilson gave them the term “vernix mem- 
brane” because they believed them to be com- 
posed of aspirated vernix. Miller and Hamilton 
have suggested that the hyaline membranes are 
the result of an injury to the respiratory epith- 
elium or capillary bed of the lung.* They feel 
that the unsuccessful attempts to reproduce 


hyaline membranes in live animals by introduc- 
ing amniotic sac contents into their lungs con- 
stitute an argument against the hypothesis that 
such membranes in the lungs of infants are pro- 
duced by aspiration of amniotic sac contents. 
They have been impressed with the facts that 
hyaline membranes similar in appearance to 
those seen in newborn infants have been found 
in the lungs of older individuals under a wide 
variety of conditions and that they have been 
reproduced with a wide assortment of technics 
in various experimental animals. 

Pulmonary hyaline membranes have been de- 
scribed in persons who have died of rheumatic 
pneumonitis, plague, pandemic influenza, acute 
pneumonia of coccal origin and _ irradiation 
pneumonitis. They have been experimentally re- 
produced in dogs by giving them cadmium chlo- 
ride aerosols,’ in guinea pigs by placing them 
in 98 per cent oxygen for 38 hours or more,* 
and in rabbits by cutting both vagus nerves in 
the midcervical region.’ In the vagotomized 
rabbits it was found that staining reactions 
were similar to those in newborn infants with 
pulmonary hyaline membranes with respect to 
the presence of fat and a complex carbohydrate. 
It is not known whether the membranes de- 
scribed in other conditions have the same stain- 
ing characteristics as those of hyaline mem- 
branes in newborn infants. Since there is no 
definite knowledge concerning the origin of 
pulmonary hyaline membranes in newborn in- 
fants, it is necessary to remain open-minded on 
the matter of their etiology until proof has 
been established on the basis of facts rather 
than on the basis of circumstantial evidence. 


TREATMENT IS EMPIRICAL 


It is obvious that the determination of the 
pathogenesis of these membranes is of the great- 
est importance. Until more is known of their 
formation, the treatment will have to remain 
on an empirical basis. Since the pathogenesis is 
unknown and the diagnosis can be established 
only on postmortem examination, it is difficult 
to evaluate specific methods of treatment. A 
great deal has been written about the treatment 
of atelectasis, asphyxia and anoxia in newborn 
infants, advocating the use of some special ap- 
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paratus or program of treatment. Since infants 
with hyaline membranes constitute a major fac- 
tor in severe asphyxia, anoxia and atelectasis of 
the newborn, and since there has been no evalu- 
ation of the use of special procedures and pro- 
grams in the treatment of infants with hyaline 
membranes, there is need for caution in accept- 
ing the various therapeutic claims that have been 
made concerning the treatment of anoxia, 
asphyxia and atelectasis in this age group. 
Many infants who are cyanotic because of 
oversedation of the mother or because of an 
increased depth of anesthesia have temporary 
cyanosis and depression of respiration which 
respond readily to increased oxygen concentra- 
tions. Certain measures, such as administering 
oxygen and clearing the upper air passages of 
foreign material, have become standardized. 
But even these widely accepted practices need 
to be scrutinized in the light of recent reports. 
For instance, Burns and Shields have found 
hyaline membranes in the lungs of guinea pigs 
subjected to atmospheres containing 98 per cent 
oxygen for 38 hours or longer.* In spite of this 


report there is no reason to believe that concen-. 


trations which are usually employed in newborn 
infants (40 to 60 per cent oxygen) are harmful 
or that even higher concentrations used over a 
short period of time are anything but beneficial. 
Removal of mucus, blood and amniotic fluid 
from the mouth and pharynx by dependent 
drainage and suction, using an old rubber-bulb 
ear-syringe or a soft French catheter, is a 
desirable procedure. 

Several reports concern themselves with the 
practice of intratracheal aspiration or broncho- 
scopic drainage of foreign materials in new- 
born infants.**! There is no proof in any of 
these reports that these measures are lifesaving, 
and in the hands of anyone but an expert they 
would seem to be hazardous for the infant. The 
evaluation of apparatus which uses increased 


positive and negative pressures, applied external- 
ly to the chest or internally through the upper 
air passages and trachea, should be based on 
significant changes in neonatal mortality rates 
in which important factors like birth weight 
and the presence or absence of pulmonary 
hyaline membranes have been taken into ac- 
count. A careful search of the literature has not 
revealed any reports of such an evaluation and 
until such a study is made, the use of increased 
positive and negative pressures in newborn in- 
fants must remain on an empirical basis. 

A recent study of cases of protracted atelec- 
tasis in the newborn, by Berglund and Eder, 
reports the use of thoracotomy with expansion 
of the lungs by increased positive pressures ap- 
plied through the mouth and pharynx.” Berg- 
lund stated that this method was of no avail 
in infants in whom extensive hyaline mem- 
branes were present,’* thus confirming the im- 
pression of Behrle, Gibson and Miller that, once 
the membranes have appeared, additional pres- 
sures of atmosphere or oxygen are probably of 
little benefit. 

It is to be hoped that greater interest and 
research in the problems of respiration in 
newborn infants will be stimulated by this 
controversy over the pathogenesis of hyaline 
membranes. In the meantime more careful post- 
mortem studies in newborn infants are clearly 
indicated. Arey’* and Miller’® have concluded 
that complete autopsies result in a determina- 
tion of a specific cause of death in 80 to 85 per 
cent of neonatal deaths. The continuation of the 
present practice of not doing complete autopsies 
on newborn infants can only result in the con- 
tinued compilation of meaningless statistics. 
Careful postmortem studies on large numbers 
of newborn infants is one of the essential steps 
if progress is to be made in caring for infants 
at this important period of life. 
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Common Ophthalmologic Problems 


of Childhood 


EDWIN B. DUNPHY* 
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very general physi- 
E cal examination of 
young children in- 
cludes a brief eye exam- 
ination. It must be 
remembered that a child 
4 or 5 years of age 
should not be expected 
to read the 20/20 line 
on a picture chart. The 
macula of the retina is 
not fully developed un- 
til about 7 years of age. Therefore, in using 
simple office charts, a visual acuity of 20/30 
to 20/40 in each eye is quite satisfactory for 
these young children. If one or both eyes are 
found to have definitely reduced vision then, 
of course, further investigation should be made. 
A question frequently asked is: “When should 
I take my child to an eye specialist to see if 
glasses are needed?” If there are no signs or 
symptoms of any eye difficulties and if vision 
in each eye seems about normal and equal by 
simple office tests, there is probably no rush 
about refraction until the child is about to enter 
school at the age of 5 years. At that time he 
is entitled to a more complete examination. 


DUNPHY 


*Henry Willard Williams Professor of Ophthalmology, Harvard 
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There is no question that errors of refraction 
and imbalance of the extra-ocular muscles, if 
allowed to remain uncorrected, may produce 
headaches and irritability in a young child. 
Children seldom complain about their eyes 
per se and thus the true cause of their nervous- 
ness may not be discovered unless complete 
eye examination is done. 


SQUINT 


The problem of squint, and the amblyopia 
which often accompanies it, is one that has 
never been sufficiently appreciated by the medi- 
cal profession as a whole in spite of much 
missionary work on the part of the ophthal- 
mologists. Even now it is not unusual for 
the general practitioner to tell the mother to 
do nothing about the squint until the child 
begins to read—about the age of 6 years— 
and then take him to an eye specialist. This 
is poor advice because, unless something is 
done about it in the early years, the child may 
grow up with a rather profound amblyopia 
which may never respond to treatment. 

If a squint develops in the first few years 
of life, it means the child has given up binocu- 
lar vision and is using one eye only, suppressing 
the vision in the other eye. If this is an alter- 
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nating affair, first one eye and then the other, 
amblyopia will not develop since each eye is 
being used about half the time; however, if 
one eye predominates in the squinting, imme- 
diate action must be taken to save vision. The 
best way to do this is by constant occlusion 
of the better eye. A piece of elastoplast, shaped 
to fit the eye region, can be placed over a small 
pad of gauze which rests over the closed lids. 
This should be worn constantly during the 
waking hours for at least a month, after which 
it may be removed for observation of the eyes. 
If it is found that the squint has now been 
converted to an alternating type no further 
occlusion is needed. If the original squint still 
persists, continued patching is necessary. Every 
attempt should be made to get some record 
of the visual acuity in each eye, either by test- 
ing them with simple animal picture charts or, 
in the case of very young children, by observing 
their ability to pick up pennies from the floor 
with either eye occluded. 

In the case of infants who tend to tear off 
any occluder, the daily use of weak atropine 
sulfate solution (14 per cent) to blur the vision 
in the fixing eye may convert the monocular 
squinter into an alternator. 

A squinter should be referred to the ophthal- 
mologist by the age of 12 months for atropine 
refraction and prescription of glasses if needed. 
The wearing of glasses will often straighten 
the eyes and subsequent orthoptic exercises may 
be beneficial in teaching the child to use his 
eyes binocularly. 

Every practitioner confronted with a case of 
squint should not forget that some lesion in 
the fundus of the squinting eye may be re- 
sponsible. Tumors or inflammatory lesions oc- 
casionally occur and a suspicion of their presence 
during ophthalmoscopic examination is an indi- 
cation for immediate referral of the patient to 
an ophthalmologist. 


STYES AND BLEPHARITIS 


Styes and blepharitis of the lid margins are 
common in children. There is a great tempta- 
tion to treat all these cases with penicillin 


ointment but the danger of producing  sensi- 
tivity must be kept in mind. It is far better 
to employ other measures and save the peni- 
cillin for something more serious. Ordinarily 
a stye can be brought rapidly to a head by 
hot moist compresses used frequently on the 
lids for a day or two. Usually the stye will 
rupture but occasionally it must be opened with 
a knife. It should never be incised in the early 
stages but only after pointing has made itself 
manifest. 

Blepharitis, like recurring styes, usually repre- 
sents a low resistance to staphylococcus infec- 
tion. In some stubborn cases the only effective 
treatment is the injection of autogenous vaccine. 
Many cases respond to the simple method of 
washing all scales off the lids daily with baking 
soda solution (1 teaspoonful to 1 glass of hot 
water) and then applying 1 per cent yellow 
oxide of mercury ointment or 3 per cent ammo- 
niated mercury ointment. Aureomycin ointment 
may be used with little risk of sensitivity. An 
attempt should be made to clean up any scalp 
dandruff which may be present as this is often 
part of the whole picture. If the blepharitis is 
accompanied by infection of the meibomian 
glands, these glands should be expressed daily 
before the usual medicaments are prescribed. 


ACUTE CONJUNCTIVITIS 


Acute conjunctivitis or “pink eye” is usually 
a self-limited disease which clears up in four 
or five days, even without treatment; thus 
evaluation of any therapeutic measure is difh- 
cult. It has been shown that most of the old 
household remedies such as arcyrou,® MERCURO- 
CHROME,® etc., have little effect in vivo due to 
the fact that their bactericidal effect is largely 
nullified by the presence of pus and also be- 
cause these drugs interfere with the natural 
defenses of the conjunctiva, such as phagocyto- 
sis. The antibiotics are more logical to use in 
these cases, but here again one should not run 
the risk of sensitization in trying to shorten the 
course of a mild self-limited disease. The sulfo- 
namide preparations, sodium sulfacetimide 25 
per cent solution, or GANTRISIN® 5 per cent solu- 
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tion, may be used four or five times daily with 
little fear of sensitivity developing. These drugs 
have rather broad spectra of antibacterial activity 
and should lessen the severity of the disease. 
Before instilling them, all secretions should be 
washed out of the conjunctival sac with either 
boric acid or normal saline solution. 

In a very severe purulent conjunctivitis, with 
chemosis of the conjunctiva and painful swollen 
lids, one must suspect gonorrheal ophthalmia. 
If smears confirm the diagnosis, immediate iso- 
lation and treatment must be instituted. This 
consists of frequent irrigations of the conjuncti- 
val sac with boric acid or saline solutions to 
eliminate the copious purulent secretions, and 
the instillation of penicillin drops (2500 units 
per cubic centimeter) every 15 minutes for the 
first four hours, then every 30 minutes for the 
next six hours. Thereafter, they can be used 
at hourly intervals. Under this regimen the 
patient will usually have negative smears with- 
in two or three days and the eye will look 
normal. It is not necessary to give penicillin 
systemically at the same time. Great caution 
must be employed in the course of the irriga- 
tions to make sure that the cornea is not acci- 
dentally abraded. 

Inclusion blennorrhea is another type of puru- 
lent conjunctivitis which may resemble gonor- 
rheal infection. This disease, caused by a virus, 
never affects the cornea but may cause a persis- 
tent purulent discharge lasting many months 
in some infants. It is not prevented by the 
use of silver nitrate in the eyes at birth. The 
use of sulfadiazine systemically usually results 
in cure in about 14 days. 


TEAR SAC INFECTIONS 


Tear sac infections due to delayed opening 
of the nasolacrimal duct are frequently seen. 
Most of these clear up spontaneously during 
the first six months of life. The mother should 
be instructed to press out the tear sac several 
times daily and wash out the secretion from 
the conjunctiva. If patency of the duct has not 
been established by six months it should be 


probed under primary ether by an ophthal- 


mologist. 


KERATITIS 


Interstitial keratitis and phlyctenular keratitis 
are rarely seen now, due to advanced public 
health measures in the early treatment of lues 
and tuberculosis. In both diseases the pupils 
should be dilated with atropine sulfate solution 
(‘4 to 1 per cent depending on the age of the 
child and the severity of the process), and dark 
glasses provided. General supportive treatment, 
plus antiluetic treatment in the case of inter- 
stitial keratitis, is important. Cortisone drops 
every two hours are helpful in treating phlyc- 
tenular ulcers. Other more common ulcers are 
the herpetic and traumatic varieties. Herpetic 
ulcers respond to iodine scrub and less effective- 
ly to aureomycin ointment. Traumatic ulcers 
should be treated by local antibiotics or sodium 
sulfacetimide 25 per cent solution, and the eye 
covered with a sterile dressing. 


LACERATIONS 


In dealing with lacerations of the eyes, prop- 
er first-aid treatment is important. Generally 
speaking, the best procedure is to put the iris 
at rest with an instillation of a drop of sterile 
Y, per cent atropine solution; a drop of 25 per 
cent sodium sulfacetimide solution should be 
used as an antiseptic and the eye covered with 
a sterile pad. The patient should then be taken 
to a hospital for care by an ophthalmic surgeon. 


VERNAL CONJUNCTIVITIS 


Vernal conjunctivitis is a particularly distress- 
ing affliction which often affects children. The 
symptoms of itching, photophobia and irrita- 
tion may be relieved somewhat by the use of 
frequent cold boric acid irrigations and the in- 
stillation of apRENALIN® (1 to 3000) drops. The 
antihistaminics have been disappointing. Corti- 
sone drops are of help in some, but not in all, 
cases. Beta radiation applied to the lids by means 
of a special applicator is very efficacious. 
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INTERNATIONAL CONGRESS ON 
PEDIATRIC BIBLIOGRAPHY 
nN October at the request of Professor 
] Fanconi of Zurich, secretary of the Inter- 
national Pediatric Society, a conference 
was called in Zurich to discuss means for 
wider dissemination of abstracts of arti- 
cles dealing with pediatrics. Attending the 
conference were representatives of the three 
leading abstract publications—Excerpta 
Medica, published in English; Zentralblat- 
ter, published in German, and the Courrier, 
published in French and in English. 
Excerpta Medica is an abstract publication 
published in 15 sections, one of which deals 
with pediatrics. This publication is a non- 
profit enterprise and is controlled by a foun- 
dation whose board includes professors from 
the four Dutch universities. The Zentral- 
blatter, 10 of which are now being publish- 
ed, are issued by Springer, a German 
publisher who is now located in Heidel- 
berg. He proposes subsequently to develop a 
volume for pediatrics. The Courrier is a 
publication of the International Children’s 
Centre which is a division of UNICEF. 
It is published in Paris and is designed 
not so much to provide abstracts as to indi- 
cate to pediatricians articles of importance. 
The report of the conference is published 
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in “Reports From Abroad” (page A-34) in 
this issue of Postgraduate Medicine. 

This report is important because it estab- 
lishes a pattern for wider dissemination of 
medical literature without greatly increas- 
ing costs. Most significant were the arrange- 
ments to permit the scientific periodicals of 
smaller nations, such as Italy, Portugal, Ice- 
land, Finland and others, to take material 
from the existing publications, giving only 
credit for the material copied. Also arrange- 
ments are being made whereby Italian and 
Spanish publications may contract for the 
right to publish in full the complete issues 
of Excerpta Medica. Subsequently, when the 
Zentralblatt for pediatrics is developed, simi- 
lar arrangements may be made with it. 

The duplication that exists in the abstract- 
ing of scientific literature is unbelievable in 
its wastefulness of time, energy and money. 
In the United States most of our leading 
scientific periodicals include abstract sec- 
tions. In addition there are the publications 
of the Washington Institute of Medicine, 
the Year Books, and Excerpta Medica and 
World Abstracts of Medicine and Surgery, 
which are published abroad in English. Cer- 
tainly the time would seem to be about ripe 
for the World Medical Association, the 
World Health Organization or some similar 
body to assemble a conference on medical 
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literature as a whole in which some type of 
program similar to that worked out for 
pediatrics might be applied to other medi- 


cal specialties and to medicine in general. 
MORRIS FISHBEIN 


CANCER OF THE LUNG 
A" over the world late in September, the 


attention of the medical profession 

was focused on bulletins coming 
from England and signed by the consultants 
of the King, reporting that it would be nec- 
essary to perform an immediate surgical 
operation on the King because of “structural 
changes” found in the lung. Everywhere 
doctors were asking each other the signifi- 
cance of the statement and deciding that the 
condition could not be empyema or abscess 
or any other difficulty because the King had 
been about until almost the time of the 
operative procedure. Then came the an- 
nouncement that a pneumonectomy had 
been performed on the King and it became 
clear that the condition was cancer. 

Dr. Evarts Graham, Washington Univer- 
sity School of Medicine, St. Louis, is gen- 
erally credited with having performed the 
first removal of an entire lung at one stage 
for cancer in 1933. The operation was per- 
formed on a physician who was 48 years 
old and who had cancer of the lung. Re- 
ports are that this patient is in good health 
and is still actively practicing medicine. 
Later information developed that Dr. 
Rudolph Nissen, formerly a surgeon in Ber- 
lin but now practicing in New York City, 
had removed the lung of a child by causing 
it to slough out following a two stage opera- 
tion which obstructed the flow of blood to 
the lung. In 1932 Dr. Cameron Haight, Ann 
Arbor, Michigan, had performed a similar 
operation on a girl, 13 years old. This girl 
ultimately recovered, married and had a 
child. 

Today, 18 years later, surgery of the lung 
is no longer an uncommon procedure. The 
statistics of such large centers as the Mayo 
Clinic, the Lahey Clinic, the great surgeries 


of Stockholm, Paris, London and other 
medical centers abroad indicate that the 
operation is performed with some frequency, 
principally because the chance of recovery 
when cancer of the lung is diagnosed is 
relatively slight unless something positive is 
done. Still, however, opinions differ as to 
the choice of surgery alone, radiotherapy 
alone, or a combination of surgery and 
radiotherapy. 

The chance for survival after operation 
for cancer of the lung, involving removal 
of one lobe or the complete lung, varies 
according to the age of the patient, the dura- 
tion of the cancer before operation, the ex- 
tent of spread of the cancer, the nature of 
the cancer, and similar factors. A Russian 
surgeon’ recently reported 81 cases treated 
by radiotherapy alone, with 14 patients liv- 
ing after two years and g after five years. 
Of 16 patients operated on for complete re- 
moval of the lung, 5 survived for periods of 
one to six months and there were 3 deaths 
immediately following the operation. A 
Brazilian surgeon’ has reported that cancer 
of the lung was diagnosed in 298 patients, 
of whom 29 had surgery, including 27 com- 
plete removals of the lung and 2 removals 
of lobes. Thirteen patients died as a result of 
the operation. Of the remaining 16, reports 
indicate 1o still living for periods of a few 
months to more than three years. 

Ninety-one cases of cancer of the lung 
were diagnosed in veterans at the Fitzsim- 
mons General Hospital in Denver.’ Twenty- 
two patients had complete removal of a 
lung and 6 had removal of a lobe. Three 
patients died of the operation; four were 
alive two and a half years or longer after 
the operation. 

From 10 per cent to one-half the cases of 
cancer of the lung are considered suitable 
for operation, depending on the surgeon, the 
clinic and the ability of the clinic staff to 
diagnose the condition early. In Germany 
one study* was made using radiotherapy 
alone. Not one of 50 cases treated in this way 
was alive five years after the diagnosis was 
made. The average duration of life was 18 
months when x-ray treatment was consider- 
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ed adequate and less than nine months 
when the dosage was inadequate. 

The figures here cited report only a few 
recent collections of cases. No doubt a search 
of the available medical literature would be 
worth while in order to accumulate the 
total experience with cancer of the lung 
treated by various methods up to this time. 

The medical world will await with the 
greatest of interest further reports as to the 
condition of the King of England. As might 
be expected, the most skilled diagnosis, the 
most expert surgery, the finest medical care 
and everything else conducive to recovery 
were provided. The case, now historic, in 
which the operation was performed by Dr. 
Evarts A. Graham in 1933 warrants the 
greatest of hope when surgery is properly 
performed under such conditions. 


MORRIS FISHBEIN 
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CENTENARY OF THE NEW 
YORK TIMES 


az New York Times has recently cele- 
TT brated its rooth anniversary. The career 

of the Times has been one of the most 
enviable in all the history of journalism. 
While its circulation may not approach that 
of the mass readership held by some of the 
tabloids, its influence towers above that of 
most other newspapers. Especially signifi- 
cant is the manner in which the New York 
Times has developed its news of science and 
particularly of medical science. The con- 
tributions of Mr. William Laurence, who 
has received a Pulitzer Prize and many 
other important recognitions for his science 
writing, are known throughout the world. 
He is a meticulously careful reporter of 
scientific news and he recognizes the sig- 
nificance of checking with experts on mat- 


ters which may be beyond his immediate 
knowledge. His reporting of research in our 
armed forces and in the great scientific 
meetings is well nigh beyond reproach. Mr. 
Waldemar Kaempffert, who is credited with 
writing some of the scientific editorials and 
who has a weekly column in the Sunday 
edition of the New York Times, is trained 
outside the fields of medicine and occasion- 
ally lapses into errors which are not visible 
in the writing of William Laurence. Never- 
theless his average of accuracy is exceeding- 
ly high, marred occasionally by his political 
approach to scientific and medical affairs. 
Seldom does William Laurence permit his 
emotional reactions to be reflected in his 
writing of medical science. The coverage of 
medicine in the New York Times goes even 
beyond the special materials already men- 
tioned. Apparently its reporters all over the 
world are in touch with progress, and ap- 
parently the home office has the advantage 
of expert editing. 

Special mention must be made of the ad- 
dition to the staff of the Times, since the 
ending of World War II, of Dr. Howard 
Rusk who was long in charge of rehabilita- 
tion in the air force. Dr. Rusk is actually 
in the practice of rehabilitation with a mag- 
nificent institute in New York City and in 
close association with all the agencies espe- 
cially concerned with the care of the crip- 
pled and the handicapped. He has recently 
completed a tour of European nations and 
of Israel and his reporting of the progress 
of work in the field of rehabilitation in all 
these places is outstanding. His feature 
articles in the Sunday edition of the New 
York Times are worthy of reading by every- 
one and will be found most informative by 
physicians as well as by the public. 

In addition, the Times covers the publica- 
tion of medical books that have an interest 
for the public with contributions by physi- 
cians and scientists who know the fields that 
they review. Such high standards deserve the 
admiration and the congratulations of all 
who know the importance of public educa- 
tion in securing support for medical research. 


MORRIS FISHBEIN 


5 
it 


Editorials 521 


COMPULSORY TREATMENT OF 
TUBERCULOSIS 


ATE in September the government in Aus- 
2 tralia introduced into the South Aus- 
tralian Parliament a bill providing for 
compulsory examination of all persons in 
South Australia suspected of having tuber- 
culosis. Apparently all other states in Aus- 
tralia except New South Wales have passed 
or are passing similar legislation. According 
to the London Times, the Minister of 
Health, Mr. McEwin, emphasized that the 
powers he sought were necessary in the 
public interest. In detail these powers in- 
clude compulsory detention in an institution 
and treatment of persons with tuberculosis 
for a maximum of six months, and also 
authority for the Minister to summon groups 
or classes of people for examination by the 
x-ray. People who fail to comply may be 
fined 25 Australian pounds for the first 
offense and 50 pounds for subsequent of- 
fenses. Moreover, the general director of 
health can ask a magistrate to issue a war- 
rant ordering an examination. The Minister 
of Health has said that the results of the 
present system of voluntary examination 
have been most disappointing. 

This is bureaucracy at its worst and rep- 
resents the kind of domination that may be 
expected once the people and the medical 
profession yield to demands to enforce health 
by police technics. Apparently the Minister 
of Health of South Australia has failed to 
learn of the manner in which the state of 
Minnesota has reduced its tuberculosis death 
rate to one of the lowest in world history by 
voluntary technics, including voluntary mass 
examination by x-ray and the use of other 
established public health methods. Similarly 
the United States as a whole has been able 
to accomplish results better than those in 
most of the rest of the world, using public 
health education and voluntary compliance 
with suggestions rather than police methods 
and compulsion. The experiment in Aus- 
tralia may yet run the gamut of Great 
Britain’s disastrous health program. 


MORRIS FISHBEIN 


FROZEN SPERM ACTIVE 


tion for the Advancement of Science 

indicated that dead men may be the 
fathers of children born generations later. 
In our own country, some years ago, active 
sperm was transported in a thermos flask 
from New York to Montreal and was used 
successfully for artificial insemination. How- 
ever, the research now reported from Great 
Britain indicates that living cells of all types, 
including red blood cells as well as sperm, 
may be frozen by a quick-freeze method em- 
ploying glycerol and that, when thawed, 
the material is just as useful as at the 
moment when frozen. In the case of blood 
cells, less than 10 per cent of the cells died 
or suffered damage and the rest were satis- 
factory for blood transfusion. Obviously the 
frigidity here concerned is wholly physical 
and there is no relationship whatever to the 
term “cold” as applied to human emotional 
reactions leading to propagation. 


MORRIS FISHBEIN 


Reon presented to the British Associa- 


To Tue Eprror: 


In the October issue of Postgraduate Medi- 
cine there was a case reported in an editorial 
entitled “Sudden Death During Sexual Inter- 
course.” It so happens that I was the physician 
first called to examine the body at a local mortu- 
ary here in this community and some of the 
interesting facts not listed by the pathologist 
can now be revealed. 

1. Smears were obtained from the head of the 
glans and were definitely identified as sperm, 
after the proper staining. 

2. With the aid of ultraviolet light, a positive 
finding of vaginal secretion was identified over 
the pubic area of the body. This interesting test 
is one that is used by the Federal Bureau of 
Investigation in determining the presence of 
sexual relationship. 

These two definite findings formed the basis 
for the conclusion that the man who was found 
dead as explained in your previous article had 
apparently expired during the act of inter- 
course. This was later confirmed by the female 
partner involved in this case. 

S. S. Rosenblum, M.D., Centralia, Illinois 


with the old Biblical injunction about hid- 

ing one’s light under a bushel produces 
some very extraordinary results. It may result 
in a widespread steady glow of illumination in 
contrast to the gaudy searchlight that focuses on 
the man of the moment—or the month—and 
then passes restlessly on, seeking another target. 
Many of us shrink from such a blinding glare; 
we mistrust its garish emphasis and prefer the 
dependable comfort of indirect lighting. Of 
such is Dr. Kellogg Speed. The most obvious 
bushel beneath which he has concealed his tal- 
ents these many years are the Fracture Exhibit 
Booths at the A.M.A. conventions. Distinguish- 


Te are times when living in accordance 


ed orthopedists, eminent in their own fields, are - 


to be seen in plenty, not to mention husky young 
interns eager to be bandaged, splinted, encased 
in casts and cut out again. It’s a dramatic show 
with 6 rings and a competent cast and its guest 
stars have the audience craning their necks, 
but the author-producer-manager, Dr. Kellogg 
Speed himself, remains behind the scenes. Over 
a long period of years he has been responsible 
for the tremendous amount of work that goes 
into such a production. Getting distinguished 
men to give their time is but one detail, and 
with a crisp note Dr. Speed reminds them of 
their promise, then in brusque drill-sergeant 
fashion keeps them all toeing the mark. 
Among the thousands who have seen the dis- 
plays and learned from them, only the initiated 
recognize the showmanship and smooth func- 
tioning of the project as a tribute to Dr. Kellogg 
Speed, for more than 20 years chairman of 
Special Exhibit on Fractures for the A.M.A. 
Though he would be the first to point out that 
it’s not a one man job, nevertheless it has 
always been close to his heart. Primarily that is 
because he sees it as an unequalled opportunity 
for teaching—and teaching, by every possible 
method, is what he holds most worth while and 
significant. His attitude is clarified in his own 
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‘Splint Em Where They Lie” 


version of what another outstanding medical 
man, Dr. John B. Murphy, inventor of the 
now outmoded Murphy button, once said to 
him: “No man’s name lives more than 50 years 
in medicine, no matter what the acclaim of the 
moment.” How many young students today 
have ever heard of the Murphy button? “What 
counts in the end is a man’s contribution to the 
progress of medicine generally, what he learns 
that can be built into the whole structure of 
useful knowledge.” Dr. Speed heartily concurs. 
With an impatient shrug of his broad shoulders 
he dismisses such trifles as a new operation 
named for him, even a particularly ingenious 
method of dealing with a dislocated shoulder. 
“What gives a man solid satisfaction is writing 
and teaching—anything to make better technics 
and treatment widely known—and then to in- 
sure they're properly used. It’s not an instru- 
ment or a technic in itself that’s important; it’s 
what you do for the upcoming generation that 
counts.” 

So gradually, over the years that make up 
three quarters of a man’s lifetime, the tricky 
business of taking care of bone injuries is im- 
proved, standardized, lifted to a new plane of 
efficiency in treatment and restored usefulness 
of the injured parts. It all began at Cook Coun- 
ty Hospital in Chicago before the first World 
War. There, observant Kellogg Speed, a vigor- 
ous and hard-working graduate of the Univer- 
sity of Chicago and Rush Medical College, was 
disturbed by the lack of system in dealing with 
fracture cases. They were distributed all over 
the hospital; it was not unusual to see similar 
injuries dealt with in two or three different 
ways. It was wasteful, inefficient, unintelligent. 
Stubbornly, young Speed set out to convince 
his colleagues how much more sensible it would 
be to concentrate them in one place. Such cen- 
tralization made for easier watching and dress- 
ing, greater specialization in that field by select- 
ed young doctors; incidentally it furnished an 
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unequalled teaching center. It took him five 
years to convince the authorities, but they not 
only stayed convinced, but the practice also 
spread. There was agitation in the public press 
to equip ambulances with apparatus for dealing 
with fractures; there were newspaper warnings 
to would-be good Samaritans not to move acci- 
dent victims with broken bones; the A.M.A. 
marshalled its forces behind the slogan, “Splint 
‘Em Where They Lie.” 

That was but the start of a long and strenuous 
career of speaking, demonstrating, writing, 
barnstorming—the trade term for going ever- 
lastingly to meetings, county, local, national 
and international. Dr. Speed made the Big Time 
quickly and he’s still hard at it. There’s a joint 
meeting of Canadian, British and American 
orthopedists to be held in England coming up 
shortly on his schedule; and his attendance at 
the December A.M.A. interim meeting in Los 
Angeles will mark the twenty-fifth and terminal 
anniversary of his energetic engineering of the 
Fracture Exhibit Committee. 


; ‘ERE have been many words in this unend- 


ing campaign to increase the spread and. 


accuracy of knowing how to deal with broken 
bones. Dr. Speed has contributed more than his 
share, always with vigor, force and wit. His 
colleagues are agreed on that. As one of them 
put it: “He knows his stuff, sure, and he has 
ability. Besides that he’s able to put across what 
he knows to an awful lot of people. You can 
count on his being a pleasant speaker, and 
spicing what he’s got to say with wit . . .” Then, 
in a tone rich with remembrance, “To his floor 
staff now he can deliver positively searing re- 
marks in a gentle, scarcely raised voice that 
leaves the victim gasping for air and the by- 
standers applauding. There was a young fellow 
assisting him at a public fracture clinic display 
once who thought he’d take advantage of Dr. 
Speed’s deafness, so he kept criticizing every- 
thing to the audience. All of a sudden, to 
everybody’s astonishment, Dr. Speed looked 
hard at him and said ever so mildly, “You 
know, Doctor, I think you're mistaken.’ I guess 
the assistant wished he could disappear entirely 
inside a large cast at that point.” 

Another contemporary shook his head rue- 
fully. “Speed’s always had such high standards 
of conduct, and he’s maintained them so un- 
flinchingly that the rest of us had to be forever 


humping to try to keep up!” 

It was a distinguished class in more ways 
than one that graduated from the University of 
Chicago in 1901. They studied together, they 
played championship football together under 
the coaching of Amos Alonzo Stagg; some of 
them were destined to go on together through 
medical school, European study, internship, and 
then to be associated on the same _ hospital 
staffs, notably Cook County Hospital and Pres- 
byterian. As one Chicago dowager sighed over 
her yellowed dance program of a long-ago 
prom, “It reads like an excerpt from ‘Who's 
Who’: Dan Trude, Kellogg Speed, Herbie 
Zimmerman, Donald Richberg, Gilbert Bliss, 
Carl Van Vechten, etc.” 

Years later Dr. Speed announced rather pon- 
tifically in print that “Football has no detri- 
mental effect upon a man’s ability to study. 
The game teaches a man to study better by 
training his mind as well as his muscle.” Cer- 
tainly his own career in medicine bears out the 
statement but there’s a story behind it that re- 
veals young Kellogg as he must have been at 
the opening of the century; eager, determined, 
full of vitality, driving himself to the utmost 
on the gridiron or in the classroom. The Uni- 
versity of Chicago team was to play Pennsyl- 
vania at Franklin Field, Philadelphia. Under 
A. A. Stagg the whole team was put through 
a preliminary practice session at Wayne. The 
game itself was long, gruelling, and fought to 
a tie—a football classic that made sports history 
and had spectators reminiscing about its most 
exciting moments 30 years later when Chicago's 
Maroon team staged a reunion. But making 
football history wasn’t enough for Amos Alonzo. 
He and the entire team embarked on the old 
Lehigh Railroad for a side trip to Niagara Falls! 
Came the chill Monday dawn and the weary 
warriors stumbled from train to classroom. The 
unlucky Speed ran straight into an unan- 
nounced quiz in organic chemistry, 100 orally 
dictated questions covering six weeks of the 
course. His head hung heavy above his note- 
book, his brain and fingers were too tired to 
respond. He got a D, the only one of his college 
career, and it cost him those three coveted let- 
ters, Phi Beta Kappa. Nowadays, of course, 
his name carries such an impressive string of 
titles, honors and memberships that no one is 
aware of the omission—except the eminent bone 
specialist, Dr. Kellogg Speed, who remembers 
the powerfully built, clever youngster who was 
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determined to do everything—and do it super- 
latively! 

Through the years, if the judgment of his as- 
sociates is to be trusted, that striving has char- 
acterized him, in the care of his patients, in his 
teaching, lecturing and writing. The two adjec- 
tives most frequently used to describe Dr. Speed 
are tireless and meticulous. And without a doubt 
the qualities those words indicate were his by 
heredity and family training. He is solidly 
built, broad but not bulky, stands about five 
foot ten, and faces you directly with a look of 
challenge in his bright hazel eyes. A liberal 
sprinkling of freckles on ruddy thin skin give 
the clue to long-vanished hair that must have 
been reddish or sandy. Picture and profession 
together proclaim the Scotch strain that came 
from his mother’s side. Her maiden name was 
Robb, and though she was born in Pennsylvania, 
her forbears included the seventeenth century 
Scotch poet, David Christie Murray. Dr. Speed’s 
imposing bibliography of monographs and 
treatises includes no poetry, but back in 1917 
there was a currently admired poem in Leslie’s 
Weekly called “The Flyer’s Return.” Since 
young Kellogg was a mere major at the time, 
he doubtless considers that an aberration not to 
be disinterred! 

His father was an Englishman, one of 13 
children, who with admirable enterprise came 
to this country at the age of 16 and finally estab- 
lished himself in the printing business. He 
worked under Ansel Nash Kellogg, the in- 
ventor of Ready Type, and actually electrotyped 
boiler plate material to be used as fillers for the 
inside pages of country newspapers. Mr. Speed 
admired his employer and friend to the extent 
of naming his son for him. To this day the doc- 
tor is called upon to repudiate all connection 
with breakfast foods! Punsters, a notably per- 
sistent crew, are not so easily discouraged. For 
example, a yellowed clipping from an old Chi- 
cago newspaper gleefully announces: 


QUICK QUICKER THAN SPEED 


Of 68 contestants for the position of medical in- 
spector in the health department, Dr. Edward W. 
Quick . . . was first on the list. Kellogg Speed .. . 
was second on the list posted in the city hall yester- 
day, so Dr. Quick will get the job quicker than 
Speed. 


Neither Scotch and English ancestry nor the 
happenstance of having been born in Cleveland, 
Ohio, prevented young Speed from becoming a 


thoroughgoing Chicagoan. He came to that city 
first when he was only a year old, settling down 
on the corner of Jackson Boulevard and State 
Street. From that vantage point he watched the 
first cable cars—and half a lifetime later met 
those same cars again in Melbourne, Australia, 
where he was giving a series of lectures. After 
the first World War Speettmoved to High- 
land Park. These, im a spacious, comfortable 
house opening onto an attractive garden, he 
has lived for years and with the help of Mar- 
garet Rudd Speed, also a Chicagoan, brought 
up a most interesting family. Of that phase, 
more hereafter. 

Kellogg’s father, that enterprising English- 
man, was also gifted with foresight and com- 
mon sense. Recognizing that he was unable to 
bequeath very much in the way of worldly 
goods to his three children, he insisted upon 
his son being educated to enter a profession 
whether he wanted to practice it or not. Kel- 
logg had considered following in his father’s 
footsteps in the printing business; he had toyed 
with the notion of becoming a lawyer. Probably 
the die was finally cast when an uncle from 
England who was both a physician and a col- 
lege professor visited the Speeds while attending 
the Chicago World’s Fair in ’93. Young Kel- 
logg eventually entered the University of Chi- 
cago, earned the degree of Bachelor of Science 
cum laude, and was awarded a graduate scholar- 
ship in chemistry. In addition to this he played 
football all four years, first as center and then 
as captain. He went on to Rush Medical Col- 
lege, and found himself in Liverpool in 1913 
studying under Sir Robert Jones. As a matter 
of fact the great surgeon hadn’t then attained 
knighthood, he was plain Mr. Jones. 


oma blood and English influences were 
strong in the young American doctor; he 
had scarcely returned to his native Chicago be- 
fore he enlisted with the Murphy Unit, recruited 
in Chicago, and was sent abroad to work for 
the British in France. In 1916 he replaced Dr. 
Nef as medical officer in charge of the surgical 
division of a base hospital with the B.E-F. in 
France with the rank of lieutenant colonel. 
Oddly enough the American hospital in which 
he served as surgical specialist later in the war 
was only 10 miles distant from this first base. 
Both were on the northeast coast of France in the 
Pas-de-Calais district. 


i 


But by the time he was functioning as a 
major in the U.S. army he had been back to 
America, had been torpedoed off the coast of 
Ireland, had met and married the present Mrs. 
Speed. Theirs was a wartime romance so spiced 
with danger, adventure and violence that movie 
scenarios seem pallid in comparison. Though 
they had both lived many years in Chicago, 
they first met in May 1917 on board the trans- 
port Mongolia en route to France to take up 
duties with Red Cross Base Hospital Unit No. 
12. Though she carried with her a letter of in- 
troduction to Dr. Speed, she never presented it, 
for Fate took over and events followed one an- 
other so rapidly that such formality became 
slightly absurd. Two nurses were killed in an 
explosion aboard the ship only a day out of 
New York and in the ensuing investigation 
Dr. Speed, as chairman of the Board of Inquiry, 
crisply demanded a secretary to take down the 
proceedings. Miss Rudd, the attractive young 
volunteer, was also competent, winning from 
the doctor an invitation to become his secretary 


"if they ever returned to Chicago! Again a series 


of crises intervened: There was a submarine 
attack off the coast of Ireland, a Zeppelin raid 
during their visit to London, and almost as soon 
as they reached France the Harvard base hos- 
pital, adjoining their own installation, was 
bombed in an air raid! With a somewhat 
peculiar inversion of an old saw the Chicago 
papers announced: “War Gilds Lining of Chi- 
cago Romance—Major Speed Will Make Miss 
Rudd His Bride at the Front in France.” 


Exhibit on Fractures, 
Cleveland, 1941. 


And so he did, and so it happened that their 
first daughter, Patricia, was born in London 
after the armistice, thus neatly underlining the 
part England played in her father’s life and 
career. 

London furnished another interesting post- 
script to the doctor’s crowded months of operat- 
ing at the front. After the armistice he had a 
temporary appointment at Shepherds Bush hos- 
pital in London where he was able to watch 
and assist in the final restorative work on sol- 
diers he’d treated in the field, necessarily on an 
emergency basis, two years before. Remember- 
ing the constant pressure, haste and danger 
under which the original surgery was done, he 
found the check-up instructive and rewarding. 
At the front his physical stamina and steady 
nerves had served him well. On occasion he 
had spent 33 consecutive hours performing sur- 
gical operations, and during the great offensives 
a 24 hour working day became commonplace. 
In response to a request for an article on surgi- 
cal work in the war to be read before a scientific 
meeting of the Chicago Medical Society, he 
wrote as follows from a spot he designated as a 
Casualty Clearing Station, British Expeditionary 
Forces, Belgium—a spot the newspaper referred 
to as one of the most important and dangerous 
on the Belgian line: 


Just now am enjoying duty at the line with such 
men as Majors Cushing, Brewer, and Crile as neigh- 
bors. The near-at-hand war surgery would interest 
you all greatly; it is remarkable and leads to lowered 
mortality and very happy results, having made vast 
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Selecting and packing 
instruments and supplies 
at Presbyterian Hospital 
(Chicago) during World 
War II, when Casualties 
Station was inaugurated 
at the hospital. 


Views of the A.M.A. 
Exhibit on Fractures. 
Dr. Speed has been Ex- 
hibit Chairman for more 
than 20 years. 
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progress since my first service with the British 
Expeditionary Forces last year. 

Sometime, if others are not home before I am, 
and you are not all in the service, I will be glad 
to give you some idea of the work. Our station, one 
of a TRIAGE (a hospital unit of 1,250 beds, 35 as- 
sistant surgeons and 175 nurses of which Dr. Speed 
was in command of a surgical team), does as high 
as 200 operations in 24 hours, dealing mainly with 
head injuries. 

We have to meet actual war conditions, of course, 
and have some narrow escapes; only recently Major 
Crile miraculously escaped death, his servant being 
killed within 10 feet of him while running to fetch 
the major’s steel helmet. We try to do our bit and 
think often of Chicago. 


The reference to head injuries, of which Dr. 
Speed treated his full share, points up a remark- 
able qualification, one that he shares with very 
few others. He has knowledge of, experience 
and degrees in, both general and orthopedic 
surgery. Although today the two specialties are 
usually studied and practiced separately, Dr. 
Speed is a diplomate in both, but was first 
highly trained and qualified in general surgery. 
The war doctors’ work “was a tremendous one, 
there never being quite enough surgeons to 
handle all wounds from an ideal standpoint. 
What was done was done by a quite wonderful 
system by which the patients were treated effeé- 
tively and much more expeditiously than had 
ever before been known.” Later the papers re- 
ported: 

It was necessary to devise means of treatment on 
the spot for most of the cases and pictures were 
shown (after Dr. Speed’s postwar return to his 
native Chicago) to illustrate the different methods 
employed as the necessity of each case demanded. 
The pictures indicated the inventive faculty of the 
surgeons and the admirable nature of the methods 
adopted. These were proven by some _ recoveries 
under almost impossible conditions. . . . Not only 
was the number of final recoveries far greater than 
would be expected by anyone, but the time of re- 


covery was so very short as to be almost unbe- 
lievable. 


Ex-athlete Dr. Speed had an interesting side 
remark anent those recoveries. He said that the 
war furnished a remarkable temperance lecture. 
He “gave principal credit to the men’s physical 
condition, which aided the gravest of wounds 
to heal quickly, and said that much of the sol- 
diers’ good physical condition was directly due 
to the fact that the men were not allowed to 
use alcohol and their systems were entirely free 
from it.” 

Even today vigorous Kellogg Speed seldom 
uses either alcohol or tobacco, but the abstain- 
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ing is incidental, not a fanatic’s recipe for lon- 
gevity or an enviably steady hand. “Indeed,” he 
may assure you, with a quizzical sparkle in his 
eye, “I thoroughly approve of sin. It often brings 
me business.” 


uRING the strenuous years of unremitting 

hard work that followed his war service, 
while as a progressing young surgeon with a 
wife and family he struggled to build up prac- 
tice and reputation, Chicago’s much publicized 
sin, in the guise of bullet-riddled gangsters, con- 
tributed a touch of lurid glamour. At the Coun- 
ty Hospital he operated on one of Al Capone's 
henchmen while the patient’s suspicious body- 
guards not only crowded round the table but 
also took flashlight pictures in the operating 
room! His opinion was frequently sought—and 
much publicized—on such questions as how 
many additional shots a man could inflict 
upon himself after having been twice shot in 
the abdomen, and whether it would be advisable 
to remove bullets that had not penetrated vital 
organs. Years later, after the unfortunate shoot- 
ing of Mayor Cermak in Miami, Dr. Speed’s 
opinion was again asked and circulated. 


The chief danger to a man the mayor’s age is 
shock from the hemorrhage caused by the bullet. 
There is also danger from infection, due to particles 
of cloth and skin carried into the wound. For a man 
with clean clothes and linen and a clean, freshly 
bathed skin the danger is not so great. If neither 
shock nor infection proves fatal there is no appar- 
ent reason for operating to remove the bullet itself. 
Since the war it is estimated there are probably 
7,000,000 men walking around with bullets, shrapnel 
and other pieces of metal in their bodies, and with 
no particular discomfort. 


After so reassuring a pronouncement by one 
of their own esteemed and trusted surgeons, 
Chicagoans could relax and hope for the mayor's 
recovery. But such incidents were mere bubbles 
floating on the strong stream of conscientious, 
painstaking effort that characterized those years. 
For seven of them there was seldom vacation 
or restful break in the routine. Eventually a 
foot infection brought Dr. Speed to an enforced 
stop and a certain amount of stock-taking. Prob- 
ably travel had given him most pleasure though 
it had always been cannily combined with at- 
tending surgical meetings or clinics at which, 
more often than not, he had been a speaker. 
That had been true in 1920 when the Inter- 
national Surgical Society, which meets every 
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three years, had asked him to address its ses- 
sions in Paris. It was true in 1926 when he 
again attended that august congress in Rome. 
Mrs. Speed and little Patricia had accompanied 
him, and the doctor insists that it was because 
his womenfolk were chronically late that they 
came so uncomfortably close to Mussolini! The 
Premier had just addressed the International 
Surgical Society; the Speeds, having arrived late, 
were at the back of the hall, so when the Italian 
dictator walked down a flight of stairs from the 
senate chamber, they followed about 20 feet 
behind him. Let us turn to the doctor’s own 
account : 


At the foot of the steps was a corridor. I] Duce 
turned into it. When I turned I saw the woman 
standing by a pillar. She was tall, gray, queer- 
looking. Just as Signor Mussolini was striding past 
her, about 10 feet away, she raised her arm and 
shot. Then she stood there, making no attempt to 
get away. Mussolini also stood calmly for a moment. 
Then he put a handkerchief to his bleeding nose, 
turned round, and walked with complete dignity 
past me to a door to a private room which he en- 
tered. The guards then arrested the woman who 
still waited. 

Word of the attempted assassination, it seems, 
flew from lip to lip throughout Rome. Mobs jammed 
into a courtyard outside the senate building. Only 
with great difficulty could guards clear a_ path 
through which I] Duce walked with his physicians 
and attendants to a motor car. 


Doubtless the Chicago citizen, giving the ac- 
count for his home papers, thought it too per- 
sonal to say that his own immediate reaction 
had been to snatch up 8 year old Patricia and 
thrust her behind the pedestal of a statue, safely 
out of any possible line of fire. 


iN through the busy years travel has been 
one of Dr. Speed's chief pleasures and 
surest tonics. He has crossed the equator, he 
has been “down under,” he has visited Africa 
and South America—with the exception of the 
Argentine which he holds in reserve as a choice 
tidbit to be enjoyed in the future. Adventures 
while travelling with young daughters have 
been superseded by smiling pictures of Doctor 
and Mrs. Speed on the deck of a Lurliner ac- 
companied by a handsome young grandson, all 
wearing flower leis and bright ready-to-be- 
officially-welcomed expressions. There’s usually 
a speech or a course of lectures in the offing to 
justify such expeditions, and to add a sense of 
accomplishment to the pleasure with which far 
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places are remembered. Dr. Speed started travel- 
ling young. In his late college years he toured 
Russia, Scandinavia and Finland, was a student 
in Leipzig as well as Liverpool. Eighteen years 
ago he turned his attention to the other hemi- 
sphere and covered Japan, China and _ the 
Philippines. Considering the extent of his jour- 
neyings it is interesting to record the doctor's 
special fondness for Australia and New Zea- 
land. Perchance it was the sight of those old 
familiar Chicago cable cars again in service, 
but more probably it was the alertness, efficiency 
and youthful drive of the people that sparked 
a like response in Dr. Speed. He gave a series 
of lectures in the graduate schools of the uni- 
versities of Sydney and Melbourne which he 
particularly enjoyed. The English make good 
pioneers in a new country and so could a 
Chicagoan. 

Even on an avowed pleasure trip Dr. Speed’s 
reputation was likely to keep up with him and 
more than once at the old cry, “Is there a doctor 
in the house?” he leapt to the operating table 
complete with white smock, anesthetist and sur- 
gical instruments. One of the instances he re- 
members best occurred on board the Cunard 
steamship Tuscania on the run between Trini- 
dad and New York, the last leg of a West Indies 
cruise. A woman passenger became alarmingly 
ill. Worried and uncertain, the ship’s doctor 
called into consultation two eminent passengers, 
Dr. Speed and Dr. Hugh Young of Baltimore, 
the genitourinary specialist. To such old hands 
diagnosis was easy: A large abdominal abscess 
had formed as a result of peritonitis accompany- 
ing the rupture of an acute appendix. Immediate 
drainage was clearly indicated, but there they 
were—vacationing, unequipped, on a ship roll- 
ing heavily on the high seas. A case of surgical 
instruments which had been stored on the ship 
for a long time was located and disinterred 
from the paraffin in which they had foresighted- 
ly been imbedded. Some ether was produced and 
a volunteer who had once been a trained nurse 
to administer it. Anxious to help, the Captain 
offered to stop the ship for the operation but 
the intrepid Speed brushed aside such a sugges- 
tion. He’s an excellent sailor and rightly felt 
that the rolling in the trough of the sea would 
make it harder to maintain balance than if the 
ship were proceeding on its natural course. And 
so it worked out. Solemnly Dr. Speed main- 
tains that his greatest difficulty was to keep the 
enthusiastic Dr. Young, the man who first in- 
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troduced MERCUROCHROME® and advocated its 
use, from pouring a small vial of his wonder 
fluid into the patient’s abdominal cavity! The 
patient recovered nicely, however, and _ later 
made a pilgrimage to Chicago from her home 
in Ohio to express her gratitude. That was the 
conclusion of the story as the New York Times 
reported it, but Dr. Speed himself can provide 
a postscript. 

A letter of appreciation from the Cunard 
Line officials thanking him for his invaluable 
assistance in helping them also offered to do 
whatever they could to enhance the doctor's 
pleasure and comfort whenever he travelled by 
their ships. Modestly he limited his request to 
asking them to help him recover a case of St. 
Thomas bay rum which he had bought in the 
West Indies and which had been stolen from 
the dock on his return to New York. Mirabile 
dictu—or perhaps not, considering British eff- 
ciency—Dr. Speed not only received a case of 
bay rum, but apparently the exact one that had 
been filched! At that time bay rum was one of 
his minor weaknesses, not as a beverage but as a 
refrigerant lotion on his then respectable growth 
of hair. Unfortunately, baldness galloped on at 
such a pace that the doctor still has one or two 
bottles of the special Cunard consignment left 
and no place to put it except on the shelf among 
his souvenirs. 


ack in his home city he carried on the dou- 
ble-header kind of professional life he has 
always found most congenial and satisfying: 
seeing and caring for patients, teaching other 
men how to treat bone injuries more systemati- 
cally and successfully. That means of course to 
decrease the amount of time lost from work and 
the normal activities of life, and to increase the 
motion and use of the injured joints and mus- 
cles in final recovery. Getting back to a lathe 
in a machine shop after an industrial accident 
is tremendously important to a family bread- 
winner. From another point of view it is just 
as important to restore a child hurt in the 
street to the lively company of his playmates. 
Dr. Speed has worked unsparingly to improve 
the chances of sufferers in both categories. Nor 
does he forget the target at whom so much 
accident-prevention publicity is beamed—the 
ubiquitous American housewife, teetering pre- 
cariously on a chair to retrieve a glass of jelly 
from the back of the highest closet shelf, or im- 


pulsively rushing down cellar for last winter's 
overshoes, forgetful of the burned-out bulb that 
no one has replaced. 

It’s an extraordinary fact in this highly mech- 
anized age of ours that slightly more than 50 
per cent of fractures are still of domestic origin. 
That’s true in spite of the enormous increase in 
fractures because of automobile accidents. On 
super highways or in country towns these vic- 
tims’ chances of eventual recovery often depend 
on the information and skill of the first passerby 
or the nearest general practitioner. And it’s here 
that Dr. Speed’s unflagging campaign pays 
nationwide, day-to-day dividends in improved 
methods, better treatment, greater percentage of 
restoration of use. He has seen the curve de- 
picting a particular type of accident or the seg- 
ment of the population involved rise to frighten- 
ing heights and then level off, finally decline. 
There was, in the early years of the century, a 
pitifully high toll of children injured by the 
strange, onrushing steam carriages which fas- 
cinated them but failed to instill any fear. 
Familiarity has bred contempt that may itself 
be a danger, but learning to obey traffic rules, 
watching for cars, and crossing with the lights 
are lessons every mid-century toddler absorbs on 
his earliest airings. 

In another category are workmen involved in 
industrial accidents. As was to be expected, since 
injured employees would no longer be cared 
for in county hospital wards, passage of the 
Illinois Workmen’s Compensation Act cut 
down drastically the number of cases the aver- 
age surgeon would treat. Coincidentally the 
actual number of accidents also decreased sur- 
prisingly. Employers were quick to install safety 
devices, back campaigns to teach caution and 
safe habits to men working with dangerous 
machinery. Legally, suits against corporations 
seeking big verdicts for injuries were con- 
trolled. 

Dr. Speed’s professional writing has been ex- 
tensive and diversified. The list of his publica- 
tions is pushing the 200 mark, the magnum opus 
consisting of a “Textbook of Fractures and Dis- 
locations” 1100 pages long which has passed 
through four editions from 1916 to 1942. These, 
with assembled and bound reprints of separate 
articles, form a row of seven fat volumes. He is 
a rara avis in that he has the background and 
experience to deal with highly specialized 
phases of surgery while he also has common 
sense and clarity in presenting material about 
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fractures to an average audience. Surgeons un- 
doubtedly should know about Spondylolisthesis 
and the Possibility of Treatment by Anterior 
Bone Graft; similarly they should be informed 
on Subtrochanteric Osteotomy for Ununited 
Fracture of the Neck of the Femur. Dr. Speed 
is the man to tell them, show them, teach them. 
But astonishingly he can also whip up a radio 
talk on What A Broken Bone Really Means, 
and in simple direct language reassure the thou- 
sands of us who limp about cursing a painful 
charleyhorse. The doctor’s dissertation on that 
affliction—and who should be more of an au- 
thority than an ex-football captain and an ortho- 
pedist ?>—is succinct, intelligible, helpful. 

It is just those qualities, incorporated in a 
book, that have accounted for the phenomenal 
popularity of the “Primer on Fractures,” under 
the aegis of the A.M.A. Its first appearance in 
1930 included only 55 pages whereas the sixth 
edition printed in January 1951 runs to 109, and 
certainly among medical students at least nudges 
the Bible from its confirmed top place as a per- 
manent best seller. Many medical men, acknowl- 
edged authorities in their fields, suffer from the 
disability of knowing so much about a subject 
that when they try to present it to others they 
become mired in technicalities. Not so Dr. 
Speed. His volume, “Traumatic Injuries of the 
Carpus,” is definitive and exhaustive. But he is 
able to compress the vast knowledge and ex- 
perience out of which that treatise grew into 
two or three paragraphs of crisp explicit direc- 
tions in the Primer. 


IMPLIFYING and systematizing appeal to the 

doctor’s orderly mind. One of the evidences 
is an unusual little book called “Names of Sur- 
gical Operations,” published in 1935 and dedi- 
cated to all English-speaking surgeons. The 
work was done at the request of the Western 
Surgical Association operating in the persons of 
a committee of four. E. Starr Judd, Harry P. 
Ritchie and Carl E. Black were Dr. Speed’s 
colleagues in the undertaking. A professor of 
Greek, Dr. P. D. Costas, was called in to help 
untangle some of the knottiest questions of lin- 
guistics—a fact which demonstrates the thor- 
oughness of the overhauling. In the presumed 
advancement of the years surgical procedures 
had achieved 3,313 descriptive terms. One prac- 
titioner had bestowed his name upon 15 differ- 
ent operations; American surgeons had enthusi- 


astically adopted the German plan of com- 
pound surgical terms and come up gasping with 
such memory taxers as “celiohysterosalpingo- 
oothecectomy.” The committee reduced this 
mass of jargon to 743 terms in addition to pro- 
viding a basic framework for needed expansion 
in logical ways as technics increase. Dr. Speed 
and the rest of his committee certainly perform- 
ed a service for which all their successors may 
be enormously grateful. The later publication 
by the A.M.A. of a list of certified names of 
surgical operations would have been impossible 
without the earlier basic spadework. 

These same qualities have been an important 
ingredient in Dr. Speed’s long and successful 
teaching career. As a graduate of Rush Medical 
College he was an integral part of the golden 
age of teaching that centered there and at Chi- 
cago’s Presbyterian Hospital, an institution that 
owed much to the vitalizing influence and de- 
voted service of distinguished Rush alumni. In 
a series of promotions Dr. Speed progressed at 
Rush from clinical assistant to professor of 
surgery, and before that from instructor to as- 
sociate professor in surgery at Northwestern 
University Medical School. He is now professor 
of surgery emeritus at the University of Illinois, 
and consulting surgeon at Presbyterian Hospital. 
For 19 years he taught and conducted brilliant 
clinical sessions at Cook County Hospital, a 
contribution so missed when he finally gave it 
up that a delegation visited his home begging 
him to reconsider. The doctor’s answer was trite 
but true, as so many old adages disconcertingly 
prove to be. “There are only 24 hours in a day.” 

For a long time now a fixed percentage of 
that precious allotment has necessarily been 
used in commuting. But Dr. Speed has had a 
home life worth travelling out to Highland 
Park to enjoy. His house there with its rather 
dramatically landscaped garden—which he ener- 
getically criticizes rather than cultivates since it 
is his wife’s hobby—has been the background 
for three of his five blonde daughters, each one 
more attractive than the other! No one was more 
amused than Dr. Speed at a recent much-pub- 
licized bit of pseudo-science which boldly pro- 
claimed: “If father is bald, the baby is most 
likely to be a boy.” The theory is that the sex 
ratio is tied up with the parents’ hormone bal- 
ance: Baldness is taken as a sign that the father’s 
male hormones are especially dominant. It 
would be humiliating to confront the author of 
that theory with the glowing six-foot canvas 
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that hangs at one end of Kellogg Speed’s living 
room. There, vigorous, smiling, fatherly but in- 
disputably bald, sits the doctor surrounded by 
a veritable bevy of beautiful and mostly blonde 
daughters. Five of ‘em; count ‘em and try to 
pick out the Vassar graduates, the ex-Wellesley 
career girl, the mother of a handsome boy now 


- in Air Force uniform. Oh yes, there’s a round 


dozen of grandchildren all told, though they’re 
featured only in snapshots. 

The painting is a tribute to the artist’s talent, 
the young women’s beauty and Dr. Speed’s own 
persistence. Proud of his handsome family, he 
had long cherished the idea of having them 
painted together, but portrait painters to whom 
he confided his dream were aghast at the notion. 
Individual portraits, fine; a group sitting, but 
never, out of the question, impossible. Unde- 
terred, the stubborn doctor bided his time, and 
in 1950 a young Italian artist, trained in Rome 
and partial to American blondes (he had be- 
held, pursued, and married one himself), under- 
took the commission. From various parts of the 
country the Speed girls were summoned to Los 
Angeles for sittings, and under Manlio Ciani’s 
skillful fingers their father’s dream was trans- 


lated into color and substance. Though the sub- 


jects of the group portrait are again scattered 
from California to the east coast, the doctor can 
turn to his vivid picture and have them once 
again at home with him. A replica, reduced in 
size, even hangs on the wall of his Michigan 
Boulevard office where, by turning his head, he 
can fondly survey them all. 


ENERALLY speaking, however, Dr. Speed has 

little time for sentimental reflection or for 
resting on the copious laurels that he has gar- 
nered through the years. The learned societies 
that list him in their distinguished member- 
ship are many; for more than a few of them 
he has served as president; he is always eagerly 
sought as a speaker at their sessions. He is a 
former president of the Chicago Surgical Soci- 
ety, of the Western Surgical Association, and 
of the American Association for the Surgery of 
Trauma. One affiliation which he himself values 
highly is the American Surgical Association, 
definitely for the elite of surgery since it admits 
only 200 members. For several years he has been 
on the Board of Governors of the American 
College of Surgeons, representing several differ- 
ent organizations. Belonging to societies and 


sitting on boards postulates going to meetings 
and Dr. Speed attends an astonishing number. 
That’s one of the ways a successful doctor or 
surgeon pays back to the structure of medical 
knowledge and to society itself some of the re- 
wards that have come to him. 

His most recent initiation, however, imposes 
no obligations. That took place in June 1951 
when, with several of his classmates of ‘o1 he 
was welcomed into the Emeritus Club of the 
University of Chicago, and presented with a 
bronze medallion by Chancellor Kimpton. That 
ceremony, together with his election to Sigma 
Xi eight years earlier, must have finally erased 
any lingering disappointment of a youngster 
who played football so wholeheartedly that he 
fell below honor grades in one crucial quiz. 

When Dr. Speed looks into the past his view 
embraces a larger and less personal landscape. 
He is currently and enthusiastically engaged in 
writing a history of surgery in the state of 
Illinois from 1850-1900. Actually, for so thorough 
a researcher, that often means going back to 
1830 to discover the tenuous threads that led up 
to the avowed beginning. The doctor’s beloved 
Rush Medical College played an important part, 
for in 1848 when Chicago had a population of 
only 25,000, that institution had already gradu- 
ated 138 doctors. Its state charter dates from 
1837, and though it is at present affiliated with 
the University of Illinois, it preserves its indi- 
viduality and corporate entity. Dr. Speed’s own 
achievements comprise a chapter in the insti- 
tution’s proud history. His meticulous accuracy 
and easy clarity of expression further qualify 
him as a scribe of that epoch that characterized 
the growth of Chicago as a medical center. 

Along with the writing job, which the doctor 
is inclined to relegate to hours labelled leisure 
and relaxation, he carries on an active practice, 
serves on the staff of the Presbyterian, High- 
land Park and Lake Forest hospitals, heads vari- 
ous committees concerned with his specialty and 
fills speaking engagements from Canada to 
California. Attribute it to Scotch-English stam- 
ina, the invigorating breezes off Lake Michi- 
gan, or what you will, Dr. Kellogg Speed con- 
tinues to chalk up records that make him the 
admiration of his contemporaries. And it is the 
considered opinion of his younger successors 
that, in the amazing improvement of the treat- 
ment of bone injuries that has come about dur- 
ing the past 35 years, Kellogg Speed’s name is 
pre-eminent. Lucite C. Dernarp 
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ABDOMEN, distention, postoperative, management with 
stigmonene bromide, 341 

Accident prevention and general practitioner, 442 

ACTH, and cortisone in treatment of ulcerative colitis, 321: 
case selection and administration, 1; in treatment of 
blood dyscrasias, 55: in treatment of eye disease in 
children, 65 

Adenoidectomy and tonsillectomy, indications, 191 

Adrenal diseases, 295 

Agranulocytosis, treatment, 55 

Allergy, asthma in farm population, 42; dermatitis treated 
with cortisone (plate), I-8 (Aug.) 
Anemia, megaloblastic, in infancy, 189; pernicious, treat- 
ment, 52, 508; vitamin therapy, 269; treatment, 51 
Anesthesia, in cardiac patient, 97, 99; spinal, in cesarean 
section, 68 

Aneurysm, popliteal, treated by sympathectomy and ex- 
tirpation, 25 

Angina pectoris simulated by herniated cervical interverte- 
bral disk, 247 

Antibiotics, treatment of common contagious diseases, 161; 
treatment of ulcerative colitis, 320 

Anus, imperforate, 57 

Aorta, coarctation, surgical treatment, 389; double aortic 
arch, surgical treatment, 392 

Appendicitis, differentiation from Meckel’s diverticulum, 
316 

Arteries, coronary, see Coronary arteries; disease, cortisone 
treatment of periarteritis nodosa, A-24 (Aug.); internal 
carotid, ligation in treatment of intracranial aneurysm, 
380 

Arteriosclerosis, fat metabolism in coronary atheroma, 459: 
popliteal aneurysm due to, treated by sympathectomy 
and extirpation, 25 

Arthritis, effect of overweight on, 414; hypertrophic, treat- 
ment with ACTH, 4: rheumatoid, treatment with 
ACTH, 3; psoriatic, treatment with cortisone (plate), 
I-6 (Aug.); rheumatoid, treatment with cortisone 
(plate), I-3 (Aug.) 

Asthma, treatment with ACTH, 5; bronchial, in farm popu- 
lation, 42; bronchial, nonallergic, 117; effect of over- 
weight on prognosis, 417 


BACK, lame, treatment and exercises, 146 

Barbiturates, poisoning, prevention of deliberate overdosage, 
A-22 (Sept.) 

Behavior, delinquent, in children, medical responsibility for, 
499; in infants, developmental diagnosis, 289 

Beriberi in anemic patient, with multiple vitamin deficien- 
cies, 271 

Berylliosis, treatment with cortisone (plate), I-10 (Aug.) 

Bile ducts, obstruction as cause of jaundice, 201 

Biliary tract calculi and associated disease, 370 


Bites, animal, treatment of dog bites, 322 

Bladder, disease as cause of hematuria, 175; infection in 
children, treatment, 446 

Blindness due to blow on head, A-24 (Dec.) 

Blood, agglutinization, intravascular; annotated bibliography 
on sludged blood, 15; clotting, abnormal, effect of 
cortisone on, A-40 (Oct.); clotting and prothrombin 
activity, 94; dyscrasias, see also Anemia; dyscrasias, 
treatment, 51; sugar in, effect of overweight on prog- 
nosis of hyperglycemia, 417: sugar in; use and abuse 
of dextrose tolerance test, 108 

Blood pressure, high, effect of overweight on, 412; high, 
effect of overweight on prognosis, 416; high, effect of 
weight reduction on, 419: high, treatment of essential 
hypertension, 439 

Blood vessels, thrombosis, cause and prevention of thrombo- 
embolism, 394 

Bone, changes in hyperparathyroidism, 210; defects, heredity 
and osteogenesis imperfecta, A-24 (Aug.); Sudeck’s 
atrophy, A-26 (Dec.); tumors, multiple myeloma, 54 

Book reviews, The anatomy of happiness (Gumpert), A-60 
(Dec.); Blood groups in man (Race) A-60 (Oct.); 
Bone and joint diseases (Luck), A-72 (July); The 
bridge of life (Pi Suner), A-g2 (Aug.); Chest x-ray 
diagnosis (Ritvo), A-58 (Dec.); Children’s radiographic 
technic (Shurtleff), A-60 (Dec.); Chronology of oph- 
thalmic development (Keeney), A-56 (Dec.); Clinical 
and roentgenological evaluation of the pelvis in ob- 
stetrics (Moloy), A-58 (Nov.); Clinical clectrocardi- 
ography (Graybiel), A-58 (Dec.); Clinical pediatric 
urology (Campbell), A-82 (Aug.); The clinical use of 
radioactive isotopes (Low-Beer), A-70 (July); Cornell 
conferences on therapy (Gold), A-72 (July); The diag- 
nosis and treatment of adrenal insufficiency (Thorn), 
A-54 (Nov.); The diagnosis and treatment of endocrine 
disorders in childhood and adolescence (Wilkins), A-76 
(Sept.); Diseases of the endocrine glands (Softer), A-64 
(Oct.); Electroencephalography in clinical practice 
(Schwab), A-78 (Sept.); Eternal Eve; the history of 
gynecology and obstetrics (Graham), A-92 (Aug.); 
Food allergy (Rinkel, Randolph, Zeller), A-58 (Nov.): 
Growth and development of children (Watson), A-68 
(July); Gynecologic cancer (Corscaden), A-74 (Sept.); 
Hemodynamics in failure of the circulation (Youmans), 
A-62 (Oct.); The kidney; medical and surgical dis- 
eases (Allen), A-56 (Oct.); The kidney; structure and 
function in health and disease (Smith), A-68 (July); 
Man is a microcosm (Butler), A-92 (Aug.); Methods 
in medicine (Herrmann), A-70 (July); Modern prac- 
tice in infectious fevers (Banks), A-66 (Oct.); The 
neurosurgical treatment of traumatic paraplegia (Pool), 
A-g9o0 (Aug.); The 1950 Year Book of physical medi- 
cine and rehabilitation (Krusen), A-74 (Sept.): 1951 
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Year Book of medicine (Beeson), A-56 (Dec.); Pat- 
terns of disease (Apperly), A-78 (Sept.); Peptic ulcer 
(Sandweiss), A-52 (Nov.):; Pioneer doctor (Moorman), 
A-56 (Nov.); Post-graduate lectures on orthopedic diag- 
nosis and indications (Steindler), A-56 (Oct.); Prac- 
tical electricity and magnetism (Rubin), A-56 (Dec.); 
Principles and practice of obstetrics (Greenhill), A-64 
(Oct.); The specialties in general practice (Cecil), A-50 
(Dec.); Syllabus of human neoplasms (Mulligan), A-58 
(Oct.); A textbook of medicine (Cecil), A-62 (Oct.); 
A textbook of x-ray diagnosis (Shanks), A-58 (Oct.); 
Therapy of dermatologic disorders (Peck, Klein), A-58 
(Nov.); Thromboembolic conditions and their treat- 
ment with anticoagulants (Marple), A-60 (Dec.): 
Tuberculosis among children and adults (Myers), A-72 
(Sept.); Visceral radiology (Markovits), A-60 (Oct.) 

Bowel, see Colon, Intestines 

Brain, aneurysms, treatment, 380; hemorrhage, subdural 
hematoma in prematures, 64 

Breast, cancer, liver metastases following mastectomy, A-26 
(Aug.); cancer, treatment with testosterone propionate, 
285; chronic cystic mastitis and cancer, 237 

Bronchogenic, see Lung 

Burns, deep, treated with ACTH, 3: extensive, skin grafting 
for, 491; sludged blood in burned patients, 24 

Bursitis, treatment with cortisone (plate), I-11 (Aug.) 


CALCIUM METABOLISM in hyperparathyroidism, 210 

Cancer, and nevi, 153: as cause of hematuria, 175: broncho- 
genic, roentgen diagnosis, 135; education for physicians, 
268; intestinal as cause of perforation, 224, 226; lym- 
phomas and leukemias, 53; of breast, relation to 
mastitis, 237; of breast, treatment with testosterone pro- 
pionate, 285; of cervix, effect of overweight on prog- 
nosis, 416; of colon, 35, 403; of endometrium, effect 
of overweight on, 413; of esophagus, surgical treat- 
ment, 10; of liver following mastectomy, A-26 (Aug.): 


of liver, palliation with ACTH, 4; of ovaries, 465; of 


sigmoid and rectum, 122; of stomach, A-38 (Oct.) 

Carbon dioxide with oxygen in treatment of neuroses, A-24 
(Aug.) 

Carcinoma, see Cancer 

Cardiovascular system disease, effect of overweight on, 412 

Casts, plaster, jacket for traction and immobilization of 
cervical spine, 377 

Central nervous system, disease and related skin lesions, 
230; multiple sclerosis, questionable diagnosis, 94; per- 
nicious anemia and, 509 

Cervix, see Uterus 

Cesarean section, spinal anesthesia in, 68 

Chalazion, surgical treatment, 437 

Chickenpox, treatment, recent advances in, 162 

Childbirth, complications, effect of overweight on, 415: 
sequelae, thromboembolism, 396 

Cholesterol and coronary atheroma, 459 

Circulatory system damage due to sludged blood, 20, 24 

Colitis, ulcerative, medical treatment, 317; ulcerative, treat- 
ment with ACTH, 5 

Colon, cancer, 35: cancer, surgical treatment, 403; lesions 
of sigmoid and rectum, 122; surgery in infancy and 
childhood, 57 

Conjunctivitis, acute, in children, 516 

Coronary arteries, atheroma, fat metabolism in, 459: occlu- 
sion. presumed case, A-26 (Aug.): thrombosis, post- 
coronary syndrome, 367 

Cortisone, see also ACTH; and ACTH in treatment of |upus 
erythematosus, 182; effect on abnormal clot formation, 
A-40 (Oct.); production by adrenal cortical tumors, 
297: side effects (plate), I-16 (Aug.); therapeutic value, 
(plates), I-1 ff. (Aug.); treatment of periarteritis nodosa, 
A-24 (Aug.); treatment of psoriasis, A-24 (Dec.) 

Coxsackie virus, pathogenicity and relation to poliomyelitis, 
448; relation to poliomyelitis, A-50 (Aug.) 

Criminals, influence of streptococcal infections on compul- 
sive behavior, 423 


Cushing's syndrome in patients receiving ACTH and corti- 
sone, 2 


DENTAL, see Teeth 

Dermatitis, see Skin disease 

Dextrose tolerance test, use and abuse, 108 

Diabetes mellitus, diagnosis, progress in, 456; due to ACTH 
and cortisone, 2; effect of overweight on, 413; effect 
of weight reduction on, 419; etiology, role of shock 
and trauma, A-22 (Sept.) 

Diarrhea, epidemic, in newborn, 155 

Diasal, salt substitute containing potassium, 221 

Dicumarol in coronary occlusion, 94 

Diet, fat content and coronary atheroma, 459; for infants 
with epidemic diarrhea, 160; for premature infants, 
62; guide to good eating, 281; in diabetes mellitus, 
457; in essential hypertension, 440; ketogenic in treat- 
ment of epilepsy in children, 333; low sodium, for 
patients receiving ACTH, 1; low sodium, management 
of associated potassium deficiency, 216 

Diphtheria, treatment, recent advances in, 161 

Diverticula, sigmoid, as cause of perforation, 222 

Dog bites, local treatment, 322 

Ductus arteriosus, patent, surgical treatment, 388 

Duodenum, ulcer, see Peptic ulcer 


EMBOLISM, cause and prevention of thromboembolism, 
394: multiple embolization from intracardial thrombus, 
142 

Endometrium, see Uterus 

Epidemiology, research on poliomyelitis, 174 

Epilepsy in children, treatment with ketogenic diet, 333 

Esophagus, atresia, congenital, 304; diverticulum, A-24 
(Nov.); surgery of obstructing lesions, 6 

Exercise for lame back, 146 

Eye, see also Eyelids; blindness due to trauma, A-24 (Dec.): 
defects, retrolental fibroplasia in prematures, 64, 67; 
disease, inflammatory, treatment with cortisone (plates), 
I-13, I-14, I-15 (Aug.); disease, ophthalmologic prob- 
lems in children, 65; infection in children, 66; in- 
juries in children, 66; ophthalmologic preblems in 
childhood, 515 

Eyelids, disease, chalazion, 437; infection in children, 516; 
injury or infection, 66 


FARM POPULATION, bronchial asthma in, 42 

Fat metabolism in coronary atheroma, 459 

Fistula, pancreatic, treatment, 31 

Folic acid content of foods, 279 

Foreign bodies, in children’s eyes, 66; in intestine as cause 
of perforation, 225 

Fracture of cervical spine, jacket for immobilization, 377 


GALLBLADDER, calculi in biliary tract and associated dis 
ease, 370; disease as cause of jaundice, 130 

General practice, see Physicians 

Genitalia, anomalies, clinical management of male pseudo- 
hermaphrodite, 337; retarded maturation, A-24 (Dec.); 
effect of adrenal lesions on, 295 

German measles, 162 

Glaucoma, congenital, 67 

Goiter, see Thyroid 

Gordon, Burgess Lee, Men of Medicine, 167 

Gout, effect of overweight on, 414: treatment with ACTH, 4 

Graham, Christopher, Men of Medicine, 258 

Gums, discoloration possibly due to melanosis, A-38 (Oct.) 


HEART, disease, congenital, in children, surgical treatment, 
388; disease, coronary occlusion with infarction, 94; 
disease, coronary, post-coronary syndrome, 367; dis- 
ease, coronary, presumed case, A-26 (Aug.); disease, 
mitral stenosis and intracardiac thrombus with multiple 
embolization, 142; disease, surgery in cardiac patient, 
95; electrocardiography in patient with angina-like 
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pain and herniated intervertebral disk, 249; failure, 
congestive, difficulties in management, 433 

Hematuria, clinical significance, 175 

Hemophilia, treatment, 55 

Heparin, effect on sludged blood, 8&5 

Hernia, congenital, in infancy and childhood, 327; effect 
of overweight on, 414 

Hlerpangina and Coxsackie viruses, 449 

Hodgkin's disease, treatment, 53 

Ilyaline membranes in lung as cause of death in newborn 
infants, 511 

Hypertension, see Blood pressure, high 


IMMUNIZATION PROCEDURES and paralytic poliomyeli- 
tis, A-52 (Aug.) 

Industrial medicine, contro! of perspiration in workers with 
lime, A-24 (Aug.) 

Infantile paralysis, see Poliomyelitis 

Infants, behavior, developmental diagnosis, 289; congenital 
anomalies associated with Meckel’s diverticulum, 312; 
congenital anomalies, atresia of esophagus, 304; megalo- 
blastic anemia in, 189; newborn, epidemic diarrhea of, 
155: newborn, pulmonary hyaline membranes as cause 
of death, 511; premature, care of, 62 

Infection, masking by ACTH and cortisone, 2; streptococ- 
cal, influence on criminal behavior, 423 

Insemination, artificial, A-22 (Sept.) 

Intervertebral disk, herniated, simulating angina pectoris, 
247 

Intestines, see also Colon; anomalies, Meckel’s diverticulum, 
310; disease, see also Colitis: lesions of sigmoid and 
rectum, 122; parasites, treatment of tapeworm infesta- 
tion, A-22 (Sept.): perforation without e¢xcernal trau- 
ma, 222 

lodine, natural and radioactive, in treatment of hyperthy- 
roidism, 505 


JAUNDICE, associated with biliary tract calculi, 370; clini- 
cal manifestations and management, 197; diagnosis, 
differential, 127 

Juvenile delinquency, medical responsibility for, 499 


KIDNEYS, calculi associated with hyperparathyroidism, 
212; calculi, recurrent, possibly due to parathyroid 
tumor, A-22 (Nov.); disease as cause of hematuria, 
175; disease in edematous patient, A-40 (Oct.); dis- 
ease, nephrotic syndrome, treatment with cortisone 
(plate), I-12 (Aug.); effect of ACTH on, 5; infection 
in children, treatment, 446; infection, pyelitis during 
pregnancy, A-22 (Sept.) 


LABOR, course of, in elderly primipara, 241; difficult, 
termination, spinal anesthesia in cesarean section, 68 

Leg, arteriosclerotic popliteal aneurysm treated by sympa- 
thectomy and extirpation, 25 

Leukemia, treatment, 53 

Liver, cancer, metastatic, following mastectomy, A-26 
(Aug.): cancer, palliation with ACTH, 4: disease and 
jaundice, 197: disease as cause of jaundice, 127; ex- 
tract in treatment of pernicious anemia, 508; function, 
evaluation; use and abuse of dextrose tolerance test, 
108 

Lung. cancer, roentgen diagnosis of bronchogenic car- 
cinoma, 135; hyaline membranes in newborn infants, 
511 

Lupus erythematosus, acute disseminated, treatment with 
cortisone (plate), I-5 (Aug.); chronic and acute, treat- 
ment, 182 


MEASLES, treatment, recent advances in, 161 

Meckel’s diverticulum, 310 

Medical, see Physicians 

Medical education, cancer instruction, 268 

Medicine, general practice, specialties in (book review), 
A-5a (Dec.) 

Men of Medicine, Gordon, Burgess Lee, 167; Graham, 


Christopher, 258; Pepper, O. H. Perry, 350; Speed, 
Kellogg, 522 

Menstruation, irregular, treatment, A-40 (Oct.) 

Mortality, effect of overweight on, 409; maternal and in- 
fant, in elderly primiparas, 241 

Mouth, see also Gums 

Multiple sclerosis, diagnosis, questionable, 94 

Mumps, treatment, recent advances in, 162 

Myeloma, multiple, 54 


NECK, fracture, plaster jacket for traction and immobiliza- 
tion of cervical spine, 377 

Nephrosis, see Kidneys, disease 

Neuroses (book review), A-68 (Sept.); treatment with car- 
bon dioxide-oxygen, A-24 (Aug.) 

Nevi, associated with central nervous system disease, 232: 
excision of raised nevus in young child, A-22 (Nov.); 
prognosis and treatment, 153 

Nutrition, defective, indications for vitamins in mixtures, 
269 


OBSTETRICS, elderly primipara, statistical study, 241 
Ophthalmology, see Eye 

Osteogenesis imperfecta, heredity and, A-24 (Aug.) 
Ovaries, tumors, malignant, 465 

Overweight, influence on health and disease, 407 


PANCREAS, disease as cause of jaundice, 130; diseases, 
302; fistula, external, treatment, 31; inflammation as- 
sociated with biliary tract calculi, 370 

Panniculitis, relapsing nonsuppurative 
syndrome), treatment, A-40 (Oct.) 

Parathyroid glands, hyperparathyroidism, 208; tumor as 
possible cause of recurrent renal calculi, A-22 (Nov.) 

Pediatrics, see also names of specific diseases and structures; 
accident prevention among children, 442; care of pre- 
mature infants, 62; infant behavior, developmental 
diagnosis, 289; medical responsibility for juvenile de- 
linquency, 499; ophthalmologic problems in children, 
65, 515; treatment of congenital hernia, 327; urology, 
clinical pediatric (book review), A-82 (Aug.) 

Pellagra in patient with multiple vitamin deficiencies, 274 

Pemphigus vulgaris, treatment with cortisone (plate), I-7 
(Aug.) 

Penicillin, and sulfadiazine in treatment of perforated peptic 
ulcer, 364; sensitivity treated with cortisone (plate), 
1-8 (Aug.); treatment of common contagious diseases, 
161; treatment of eye disease in children, 65: treat- 
ment of ulcerative colitis, 320; treatment of urinary 
infection in children, 447 

Pepper, O. H. Perry, Men of Medicine, 350 

Peptic ulcer (book review), A-52 (Nov.): perforated, non- 
operative treatment, 359; surgical treatment of duo- 
denal, gastric and anastomotic lesions, 469; treatment 
by gastric vagotomy, 482 

Periarteritis nodosa, treatment with cortisone, A-24 (Aug.) 

Pernicious anemia, treatment, 52, 508 

Perspiration, control in industrial workers, A-24 (Aug.) 

Phosphorus metabolism in hyperparathyroidism, 210 

Physicians, and problem of overweight, 420; general prac- 
titioner and accident prevention, 442; responsibility for 
juvenile delinquency, 499: specialties in general prac- 
tice (book review), A-50 (Dec.) 

Pleurodynia, epidemic, and Coxsackie viruses, 449 

Poisoning, barbiturate, prevention of deliberate overdosage, 
A-22 (Sept.); beryllium, berylliosis treated with corti- 
sone (plate), I-10 (Aug.) 

Poliomyelitis, immunization procedures and, A-52 (Aug.): 
relation to Coxsackie viruses, 448; relation to tonsillec- 
tomy and adenoidectomy, 195; research, recent con- 
tributions, 174 

Polycythemia vera, treatment, 54 

Potassium, deficiency in patients on low sodium diet, 216; 
loss in patients receiving ACTH and cortisone, 1 

Pregnancy, complications, pyelitis, A-22 (Sept.) 
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Primiparas, elderly, statistical study, 241 

Prostate, disease as cause of hematuria, 175; disease as possi- 
ble cause of urinary symptoms, A-24 (Sept.); hyper- 
trophy, benign, surgery of, 103 

Prothrombin activity and blood clotting, 94 

Pseudohermaphroditism, clinical management of male pa- 
tient, 357 

Psoriasis, treatment with ACTH and cortisone, A-24 (Dec.); 
treatment with cortisone (plate), 1-6 ( Aug.) 

Psychosis due to ACTH or cortisone, 1 

Psychosomatic medicine, emotional factors in nonallergic 
bronchial asthma, 121; emotional factors in ulcerative 
colitis, 318; neuroses (book review), A-68 (Sept.):; 
post-coronary syndrome, 367; streptococcal infection 
and criminal behavior, 423 


QUINIDINE HYDROCHLORIDE, preoperative use in car- 
diac patients, 98 


RABIES, prophylaxis in local treatment of dog bite, 322 

Recklinghausen’s disease, 232 

Rectum, abnormalities in infants, 57; cancer as cause of 
perforation, 224: lesions of, 122 

Reports from Abroad, A-34 (Aug.); A-34 (Sept.); A-34 
(Nov.); A-34 (Dec.) 

Retrolental fibroplasia in prematures, 64, 67 

Rheumatic fever, acute, treatment with cortisone (plate), 
I-4 (Aug.); treatment with ACTH, 2 

Rheumatism, see Arthritis 

Ribs, injuries, ambulatory treatment, 148 

Roentgen rays, diagnosis of bronchogenic carcinoma, 135: 
postirradiation reaction as cause of intestinal perfora- 
tion, 227 

Rubella, 162 


SARCOIDOSIS, treatment with cortisone (plate), I-g (Aug.) 


Scarlet fever, treatment with penicillin, 161 

Scurvy in patient with multiple vitamin deficiencies, 270 

Seborrhea, treatment of dermatitis, 46 

Shoulder, bursitis, treatment with cortisone (plate), I-11 
(Aug.) 

Skin, blemishes, prognosis and treatment of nevi, 153; dis- 
ease, treatment of seborrheic dermatitis, 49; disease, 
treatment with cortisone (plates), I-7, I-8 (Aug.): 
grafting for extensive burns, 491; lesions associated 
with central nervous system disease, 230 

Sludged blood, bibliography on, 15 

Sodium, loss from pancreatic fistula, 31; restriction in con- 
gestive heart failure, 436; restriction in essential 
hypertension, 440; restriction, management of associ- 
ated potassium deficiency, 216; retention in patients 
receiving ACTH and cortisone, 1 

Speed, Kellogg, Men of Medicine, 522 

Spine, injury, plaster jacket for traction and immobilization 
of cervical spine, 377; intervertebral disk herniation 
simulating angina pectoris, 247 

Spleen, excision in blood dyscrasias, 55 

Sprue in patient with multiple vitamin deficiencies, 278 

Squint in children, 515 


Sterility, causes, A-24 (Nov.) 
Stigmonene bromide treatment of postoperative distention, 


341 

Stomach, cancer of cardia, A-38 (Oct.); surgery for peptic 
ulcer, 469; ulcer, see Peptic ulcer 

Streptococci, infection and criminal behavior, 423; threat 
infection due to, 161 

Sudeck’s atrophy of bone, A-26 (Dec.) 

Sugar restriction in dental caries control, 187 

Sulfadiazine and penicillin in treatment of perforated pep 
tic ulcer, 364 

Sulfonamide compounds, treatment of eye infection in chil- 
dren, 65; treatment of ulcerative colitis, 320; treatment 
of urinary infection in children, 447 

Surgery, see also Anesthesia, names of specific surgical 
conditions; complications, effect of overweight on, 415: 
evaluation and management of cardiac patient, 95; 
postoperative care, stigmonene bromide in manage- 
ment of abdominal distention, 341; postoperative com 
plications, thromboembolism, 394 

Sympathectomy, lumbar, in treatment of arteriosclerotic 
popliteal aneurysm, 25 


TAPEWORM, treatment of infestation, A-24 (Sept.) 

Teeth, caries control in medical practice, 187 

Testosterone, efficacy in tablet form, 94 

Testosterone propionate, treatment of breast cancer, 285 

Tests for hyperparathyroidism, 213 

Thiouracil, treatment of hyperthyroidism, 506 

Thorax, aspiration, 152; injuries, ambulatory treatment, 14% 

Throat, streptococcus infection, treatment, 161 

Thyroid, hyperthyroidism, treatment, 504 

Tonsillectomy and adenoidectomy, indications, 191 

Trachea, tracheoesophageal fistula with congenital atresia of 
esophagus, 304 

Typhoid fever vaccine in treatment of relapses, A-24 (Dec.) 


URINARY TRACT INFECTION in children, treatment, 
446 

Urine, abnormalities, effect of overweight on, 414; analysis 
in hyperparathyroidism, 213; albuminuria, glycosurin, 
effect of overweight on prognosis, 417; blood in, clini- 
cal significance, 175; urology, clinical pediatric (book 
review), A-82 (Aug.) 

Uterus, cancer of cervix, effect of overweight on prog- 
nosis, 416; cancer of endometrium, effect of over- 
weight on, 413 


VAGOTOMY in treatment of peptic ulcer, 475, 482 

Viruses, Coxsackie group, 448 

Vitamins, Biz in treatment of pernicious anemia, 509; sup- 
plementary, in care of premature infants, 64; therapeu- 
tic indications for use of mixtures, 269 


WEBER-CHRISTIAN SYNDROME (relapsing nonsuppura- 
tive panniculitis), treatment, A-40 (Oct.) 

Weight, excessive, influence on health and disease, 407: 
reduction, effect of, 418 

Whooping cough, treatment. recent advances in, 161 
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which child was given 
immune serum globulin 
to modify measles ? 


The use of Immune Serum Globulin—Cutter 


to modify measles minimizes the occurrence of 
such complications as otitis media, broncho- 
pne i toiditis, meningitis 
encephalitis, etc. And there is ample clinical 
evidence that a sound, natural immunity 


follows modified measles.* 


I Serum Glebulin—Cutter is . 
concentrated gamma globulin obtained from “i 
freshly pooled adult venous blood. Each 2 cc. 

vial contains the antibody equivalent of 40 cc. » 
of normal serum, permitting adjustable low 
dosage. With this crystal-clear, hemolysis- 
free Globulin, undesirable reactions 
are not likely to occur. 


Write for comprehensive wall chart 
showing course of typical measles. 


CUTTER LABORATORIES .«- Berkeley, California 


For measles modification and prevention . . . specify 


cutter / Immune Serum Globulin 


Fractionated Entirely from Human Venous Blood 
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1. Stokes, J., Maris, E.T’., 
and Gellis, 8. S., The 
Use of Concentrated 
Normal Human Serum 
Globulin (Human Im- 
mune Serum Globulin) 
in the Prophylaxis and 
Treatment of Measles. 
J. Clin, Invest. 23 2521-540, 1944. 


2. Karelitz, S., Does 

Modified Measles Result 

in Lasting Immunity? 

Jour. Pediat., 26 :697, June 1950. 


3. Stokes, J.. Use of 

Gamma Globulin from 

Large Pools of Adult 

Blood Plasma in Certain 
Infectious Diseases. 
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The Medical Bookman 


THE SPECIALTIES IN GENERAL PRACTICE* 


ANY attempts have 

M been made to 
present a com- 

pendium or bible for the 
general practitioner in or- 
der that he might at a 
short glance become bet- 
ter equipped to handle 
an otherwise unanswer- 
able problem. The major- 
ity have failed because in 
their optimum goal of 
brevity they have failed 
to clarify the situation. CECIL 
The task is a difficult one 
and yet it is felt that Cecil’s book has successfully 
met that challenge. 

In his preface, Dr. Cecil states that inasmuch 
as the general practitioner is first consulted regard- 
ing variable ailments, the practitioner should at 
least have sufficient knowledge to make a tentative 
diagnosis and to recommend the therapeutic pro- 
cedure or to refer the patient to a specialist. This 
book therefore was written for the general practi- 
tioner by authorities in various fields of medicine. 

The book contains 14 sections dealing with the 
various specialties, contributed by an authority in 
each field. 

In the first chapter which deals with minor sur- 
gery, William Alexander Barnes, Assistant Profes- 
sor of Clinical Surgery, Cornell University, presents 
the more common minor surgical problems faced 
by the general practitioner. Dr. Barnes’ treatment 


*The Specialties in General Practice. Edited by Russell L. Cecil, 
M.D., Professor of Clinical Medicine, Emeritus, Cornell University 
Medical College, New York City. 818 pages with 470 figures. 1951, 
W. B. Saunders Company, Philadelphia & London. $14.50. 


of such a broad subject, limited to a relatively few 
pages, is excellent. He divides his section into pre- 
operative preparation, analgesia and anesthesia, 
postoperative care, congenital anomalies, trauma, 
infections, neoplasms, miscellaneous conditions, 
and routine procedures, such as venous puncture, 
etc. Considerable emphasis has been placed on the 
pathologic physiology of burns, which although of 
interest seems too detailed for this type of book. 
However, sufficient attention is given to the more 
common problems met with in a general office prac- 
tice, such as the treatment of boils, sebaceous cysts, 
infected wounds, varicosities, etc. 

Chapter 2 covers the field of orthopedic surgery, 
presented by L. Ramsay Straub, Associate Attend- 
ing Orthopedic Surgeon, Hospital for Special Sur- 
gery, New York City. Emphasis in this chapter is 
placed on diagnosis rather than treatment. In this 
chapter the author deals with congenital deformi- 
ties, affections during growth, arthritis, infections 
of bones and joints, tumors of bone and affections 
of various regions. Considerable space is given to 
excellent illustrations which are essential to the 
treatment of the subject of orthopedics. An excel- 
lent discussion of affections of the back will be wel- 
comed by the general practitioner in evaluating the 
complex problems presented by this disorder. 

The following chapter discusses fractures and 
dislocations and was written by Charles H. Hern- 
don, Assistant Professor of Orthopedic Surgery, 
Western Reserve University Medical School. Dr. 
Herndon prefaces his chapter by stating that the 
general practitioner does and can treat the majority 
of fractures if he recognizes his limitations. He 
stresses the point that criticism arises when the 
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Atlas of 


GENITO-URINA 
SURGERY 


BY 


PHILIP R. ROEN, M.D., F.A.C.S. 


Instructor in Urology, New York Postgraduate Medi- 
cal School; Clinical Instructor in Urology, New York 
Medical College; Associate Visiting Urologist, Morri- 
sania City Hospital; Assistant Attending Urologist at 
Midtown Hospital and Yonkers General Hospital; 
Civilian Consultant in Urology, U. S. Air Force, 
Mitchel Field Air Base Station Hospital; Diplomate, 
American Board of Urology. 


Introduction by CLARENCE G. BANDLER, M.D., F.A.C.S. 
Illustrations by CHARLES STERN 


With a total of 429 illustrations on 152 figures, this atlas 
presents in graphic form the detailed technics for operations 
of the kidney, adrenal gland, ureter, bladder, prostate, scrotum 
and testicle, penis, and urethra. 


These illustrations accurately portray the technical details 
of surgical procedures in urology in step by step progression 
and with such clarity that the reader can actually visualize the 


operation by following the sequences presented. 


Standard operations are‘ included as are the newer technics 
such as retropubic prostatectomy. In such cases as there are 


two or three equally successful variations of an operation all 
f are illustrated. Where many technics are in use, as for nephro- 
p pexy, the author has illustrated those technics he has employed 


with uniform success. 


Roen’s ATLAS OF GENITO-URINARY SURGERY is a 
unique and exceedingly useful work for the urologist, general 
surgeon, intern and resident. : 


Published Oct. 1951. 429 Illus. on 152 Full Page Figures. $8.00 


APPLETON-CENTURY-CROFTS, INC. 


35 West 32nd Street, New York 1, N. Y. 
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FIGURE 47. Trendelenburg’s sign in dislocation of the 
hip. Left, normal. Right, dislocation of right hip. 
Note the lowering of pelvis and buttock of the opposite 
side. 


family doctor treats cases beyond his capabilities. 
Early adequate care must be insisted upon. This 
section is divided into the principles of pathology 
and repair of fractures, diagnosis, principles of 
treatment, management of compound fractures, 
and fractures of the various extremities. There is 
also a short note on rehabilitation. Also included is 
a Fracture Treatment Guide for general practi- 
tioners, which gives a table of the various fractures, 
their first-aid treatment, complications, anesthesia 
necessary for treatment, reduction, immobilization 
and convalescence. The latter should serve as a 
quick reference for the busy practitioner. 

Hugh J. Jewett, Associate Professor of Urology, 
Johns Hopkins University School of Medicine, is 
the author of chapter 4 which considers the field 
of urology. The approach to this specialty is some- 
what different from that of the preceding chapters 
in that he initially elaborates on the symptoms 
relative to the genitourinary tract and then discusses 
the possible etiologies. Thereafter he presents the 
methods of examination of the urologic patient; 
following this, the specific diseases of the various 
organ systems are discussed. 

Chapter 5, directed to diseases of the anus, rec- 
tum and colon, was contributed by Charles G. 


‘Child III, Associate Professor of Clinical Surgery, 


Cornell University Medical College. To this re- 
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FIGURE 199. The four primary maneuvers employed in 
inserting the proctoscope. 1. After preliminary digital 
survey the instrument is passed blindly through the 
sphincters in the long axis of the rectal ampulla. 2. 
The obturator is withdrawn and under direct vision 
the instrument is sharply deflected toward the patient's 
abdomen. 3. As the sacrococcygeal curve is followed 
the instrument is slowly returned toward position 1. 
4. As the rectosigmoidal junction is traversed the in- 
strument must be even more firmly directed toward 
the patient’s back. 


viewer his method of presentation is very fine in 
that he not only offers information relative to the 
specific disease processes of these organs, but also 
he answers the question, “What may logically be 
considered the obligation of the general practition- 
er?” This is a problem which often is disturbing 
to the general practitioner not only in this specialty 
but in the others as well. In other words, the gen- 
eral practitioner wants to know what he should be 
able to do for his patient and what problems should 
be turned over to the specialist. The chapter is also 
commendable in that some of the niceties of prac- 
tice are discussed, such as the attitude of patients 
to anorectal disease and the psychiatric aspects of 
proctology. The examination, the anatomy, the 
equipment necessary for examination, serve as an 
introduction for a more detailed account of the 
specific disease processes. 

Gynecology, discussed by Louis M. Hellman, 
Professor and Executive Officer, Department of 
Obstetrics and Gynecology, State University of 

(Continued on page A-54) 
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FIGURE 410. A, Dermatitis medicamentosa due to acetylsalicylic acid. Considering the large amount of this drug 
that is taken, there are remarkably few drug eruptions from this source. B, Stomatitis medicamentosa due to 


sulfadiazine. 


New York, is primarily of interest because of an 
elaborate survey of the sterility problem. Illustra- 
tions of the standard forms used in the Sterility 


Clinic at Johns Hopkins Hospital are given, and 
the basal temperature record and chart are illus 

trated and discussed. Other problems presented in 
- gynecology include the examination, leukorrhea, 
hemorrhage, amenorrhea and dysmenorrhea, curet- 
tage, and pain and discomfort in the lower ab- 
dominal and pelvic region. 

Hellman also wrote the following chapter, de- 
voted to obstetrics, which gives a very good brief 
account of care in the prenatal period. Complica- 
tions of pregnancy are discussed, including the 
toxemias of pregnancy. He then deals with con- 
duct of normal labor; the care of the newborn in- 
fant; complications of labor; operative obstetrics; 
the normal puerperium and the complications of 
the puerperium. In this chapter a great deal of in- 
formation is imparted in a necessarily short section. 

The eighth chapter, on pediatrics, was prepared 
by R. Cannon Eley, Assistant Clinical Professor of 
Pediatrics, Harvard Medical School. The most 
commendable feature of this chapter is a very use- 
ful account of infant nutrition and feeding, which 
will be of great help to the general practitioner. 
Besides the care of the normal infant, other sub- 
jects of interest are treated such as epidemic diar- 
rhea, celiac disease, congenital cardiovascular mal- 
formations, immunization procedures and elective 
operations. 

The next four sections are concerned with the 
specialties of ophthalmology and _otorhinolaryn- 


illustrations from “The Specialties in General Tractice. 


gology. In addition to the common respiratory dis- 
eases, the more complicated diseases are also ably 
presented in order that the practitioner may !earn 
to handle the more simple problems and to recog- 
nize the more complicated ones so that they may be 
referred to a suitable specialist for definitive care. 

The chapter on dermatology and _ syphilology, 
written by George M. Lewis, Professor of Clinical 
Medicine (Dermatology), Cornell University, con- 
tains enough information in itself to make the 
volume worth while. A thorough survey of the 
entire dermatologic field is made from simple warts 
to the more complicated collagen diseases including 
the use of ACTH and cortisone in the latter. There 
is also an excellent section on syphilology which 
stresses the diagnosis, classification and various 
methods of treatment. 

The final chapter on psychiatry is contributed by 
Douglas D. Bond and John M. Flumerfelt. The 
practicality of such a chapter in this type of book 
may be debated by some. Although it is true that 
a great many patients seen by the practitioner have 
functional complaints, it is questionable whether 
such discussions of ego, superego, repression, etc. 
will increase his armamentarium in dealing with 
such patients. However, it is interesting reading. 
and would be considered of extreme value to one 
interested in psychiatric diseases. 

The book contains adequate bibliographies at the 
end of each chapter, but one might wonder at an 
omission of chapters on neurology and internal 
medicine in this volume. H. P. 

(Continued on page A-56) 
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WYDASE IN OFFICE PRACTICE 


Part of a series on its everyday uses 


Treatment of Sprains 


In the treatment of simple ankle sprains, Wydase added 
to procaine 


1. facilitates adequate diffusion of anesthetic, 
2. reduces the number of injections required and 


3. promotes rapid absorption of edema fluid and 
blood from the site of injury. 
Application of an elastic bandage maintains local pressure. 


Swelling subsides rapidly and early function is thus en- 
couraged.! 


LYOPHILIZED 


Hyaluronidase Wyeth 


“The Spreading Factor” facilitates absorption of injected fluid . .. 


large clyses or small volumes of anesthetic or therapeutic 
solutions. 


1. Britton, R. and Habif, D. V.: To be published. 


Wijeth Incorporated, Philadelphia 2, Pa. 
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THE 1951 YEAR BOOK OF MEDICINE - - - 


Edited by Paul B. Beeson, M.D., Professor of Medicine, Emory University 
Medical School; ]. Burns Amberson, M.D., Professor of Medicine, College of 
Physicians and Surgeons, Columbia University; William B. Castle, M.D., 
S.M. (Hon.), Yale, M.D. (Hon.) Utrecht, Professor of Medicine, Harvard 
University; Tinsley R. Harrison, M.D., Professor of Medicine, College of 
Alabama; and George B. Eusterman, M_.D., Emeritus Professor of Medicine, 
University of Minnesota (Mayo Foundation) and Emeritus Head of Section 
in Medicine, Mayo Clinic. 696 pages, illustrated. 1951, The Year Book 


Publishers, Inc., Chicago. $5.00. 


For the vast majority of 
physicians whose access to the 
medical literature is in one 
manner or another limited, 
this perennial work provides 
a comprehensive reference. 

In almost 700 well indexed 
pages of concise abstracts the 
significant medical literature, 
covering the period from May 
1950 to May 1951, as judged 
by five authorities is clearly documented. The five 
sections of the book dealing with the broad fields 
of infection, the chest, the blood and blood-forming 
organs, the heart, the blood vessels and the kidney, 
and the digestive system take up where the stand- 


ard textbooks end and, in so doing, provide an in- 
valuable source of up-to-date information. 

These five sections are further subdivided into 
subtitles under which may be found abstracts cov- 
ering various phases of specific problems. Editors’ 
notes explaining the nature of the problems being 
dealt with and the significance of the articles re- 
viewed are interspersed among the subtitles. It is 
unfortunate that this is not done more extensively, 
as these notes are an excellent guide to the reader. 

Although diagnosis and treatment are empha- 
sized, the editors have wisely included numerous 
abstracts of papers which deal with fundamental 
medical investigation and which in fact will be the 
basis of tomorrow’s practice of medicine. 

P. C. R. 


® PRACTICAL ELECTRICITY AND MAGNETISM - .- - 
By Maurice Rubin. 356 pages with illustrations. 1951, Chemical Publishing 


Co., New York. $7.50. 


This is a very compact book on the subject of 
the title and covers the vast material available to 
date most expertly and concisely. It is written in 
the form of brief paragraphs, each supplied with a 
number and a title and each covering in few but 
lucid words what it sets out to explain. The subject 
of electricity is exhaustively described theoretically 
as well as practically, from the concept ef electrons 
to the measurement of thermionic emissions, to 


radio, television, radar, photoelectric cells, genera- 
tors, x-ray tubes and anything on the subject of 
interest to scientific workers in any field. The same 
holds for magnetism. The book is extremely useful 
to medical students, practitioners, specialists and 
research workers because of its encyclopedic cover- 
age, its lucid brevity and excellent organization of 
vast and complex material in convenient form, and 
most readable and limpid style. 
M. G. 


®&» CHRONOLOGY OF OPHTHALMIC DEVELOPMENT; 
An Outline Summary of the Anatomical and Functional Development 
of the Visual Mechanism Before and After Birth - - - 


By Arthur H. Keeney, M.D., Wills Eye Hospital, Philadelphia. 32 pages with 
3 charts. 1951, Charles C Thomas, Springfield, Illinois. $2.00. 


Claiming only originality in organization and, in 
some cases, interpretation, the author launches into 
three comprehensive tables and a listing of func- 
tional development of vision and binocularity. 


Table 1 lists in chronologic detail the prenatal 
development, from the third week to the thirty- 
eighth week (or birth), of the orbit and general 

(Continued on page A-58) 
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characteristics, the extra-ocular vascular system, the 
nerve supply and extra-ocular muscles, the lens and 
capsule, the optic nerve, the hyaloid system and 
retinal circulation, and the vitreous and suspensory 
ligament. In like manner and for the same periods, 
Table 2 catalogs the development of the retina, the 
macula, the choroid, the lids and lacrimal appara- 
tus, the cornea, the iris and ciliary body, and the 
sclera and Schlemm’s canal. In Table 3 the same 


For this volume, the 
author has written an 
amplified version of his 
chapter on “Clinical Elec- 
trocardiography” which 
appears in Nelson’s Loose- 
Leaf Medicine. 

—— The first three chapters 
are ae to theoretical consideration of the basic 


& CHEST X-RAY DIAGNOSIS - - - 
By Max Ritvo, M.D., 


The Medical Bookman 


& CLINICAL ELECTROCARDIOGRAPHY - .- - 


By Ashton Graybiel, Captain, MC, USN, Director of Research, 
U.S. Naval School of Aviation Medicine, Pensacola, Florida. 
198 pages with 140 figures. 1951, Thomas Nelson & Sons, 
Edinburgh, New York & Toronto. $5.00. 


Assistant Professor of Radiology, Harvard Medical 
School; Instructor in Radiology, Tufts Medical School; Roentgenologist-n- 


outline is generally followed for the first 12 months 
of life, the first 11 years, puberty, adolescence and 
the 20 to 25 year age group. 

The final section is a compilation of the func- 
tional development of monocular and_ binocular 
vision from the third fetal month to the age of 9 
years. 

A good bibliography completes the work. 

P. B. J. 


concepts of the origin of the electrical forces in the 
heart and their representation in the electrocardi- 
ogram. The remainder of the work is devoted to a 
discussion of the normal electrocardiogram and 
changes caused by disorders of the heart. The 
present trend toward vectorcardiography is recog- 
nized by use of the hexaxial reference system in 
many of the illustrations. 


T. Z. 


Chief and Director, Department of Radiology, Boston City Hospital, Boston, 
Massachusetts. 558 pages with 615 illustrations on 418 figures, and 1 plate 


Although many texts on x-ray diagnosis of chest 
diseases have been written in the past, there ts 
always a further need for an authoritative vol- 
ume which will combine clinical material with the 
roentgenographic findings. Dr. Ritvo has collected 
considerable material of clinical and radiologic sig- 
nificance and combined it to give detailed discus- 
sion on the various diseases of the thorax, lungs, 
pleura, heart and great vessels. 

The diagnostic criteria, both clinical and radio- 
logic, by which one is able to differentiate the 
various pneumonias have been well presented. Dif- 
ferential diagnosis is thus adequately presented. In 
a study of the pneumoconioses, the morbid ana- 
tomic and physiologic bases for development of the 
disease by various etiologic agents are all well 
expressed. However, it is necessary that one read 
more detailed texts on pneumoconiosis to learn 


in color. 1951, Lea & Febiger, Philadelphia. $15.00. 


about the occupational hazards which would result 
from aspiration of noxious agents and the resulting 
pneumoconiosis. 

The author has had considerable experience in 
studying the pulmonary changes which result from 
the inhalation of hot, irritating fumes. Many of the 
patients of the “Coconut Grove Disaster” were 
brought to the Boston City Hospital, and Dr. Ritvo 
has had an unusual opportunity of studying the 
pulmonary x-ray changes in this large number of 
collected cases. 

In the past few years considerable advance has 
been made in the diagnosis of congenital heart 
lesions. The author discusses some of these factors 
in adequate detail, but a radiologist who is seeing 
patients with congenital heart lesions must of 
course avail himself of the more detailed texts. 

J- F. 


(Continued on page A-60) 
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Wren sharp restriction of sodium 
intake is indicated, the basic nutri- 
tional needs of the patient con- 
tinue. And adequate protein intake 
is frequently a therapeutic necessity. 
A problem is therein posed for 
the physician, since foods low in 
sodium are usually low in protein. 
LONALAC®, a product of Mead 
Johnson research in dairy chemis- 
try, contains but 0.02% of sodium, 
a negligible amount. In other re- 
spects, Lonalac is the nutritional 
equivalent of whole milk. 


When reconstituted with water 
and used as a replacement for milk, 
Lonalac can be employed along 
with other foods in varied and nu- 
tritionally adequate diets supplying 
as little as 200 mg. of sodium daily. 

Flexible low sodium diet out- 
lines, with Lonalac recipes, are 
available on request. Also available 
are sodium and potassium values of 
various foods and municipal water 
supplies as determined by the flame 
photometer method in the Mead 
Johnson Research Laboratories, 


LONALAC is supplied in 1 and 4 Ib. containers. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND., U.S.A. 
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®&> THROMBOEMBOLIC CONDITIONS AND THEIR TREATMENT 


By Charles D. Marple, M.D., Assistant Clinical Professor, Division of Medi- 


cine, University of California Medical School, San Francisco; and Irving S. 
Wright, M.D., Professor of Clinical Medicine, Cornell University Medical 
College and Attending Physician, The New York Hospital, New York City. 


In addition to summarizing the 
vast literature accumulated over 
the years on the pertinent subject 
of thromboembolic phenomena, 
the authors also present views 
which have been acquired through 
considerable experience. The mono- 
graph does not attempt to teach the 
diagnosis of this disease condition. 
It seeks to give the reader a more 
orderly view of the subject by presenting various 
aspects of thromboembolism including those aspects 
about which there is debate. The authors’ experi- 
ence in the clinic, in the laboratory and at the con- 


$3.75. 


Pediatric radiology has become a subspecialty in 
the broader field of general roentgenology. There 
are a few centers of teaching in the United States 
where excellent pediatric radiology is accomplished, 
and one of these is the Children’s Medical Center 
in Boston, Massachusetts. This department is under 
the direction of Dr. E. B. Neuhauser, who has 
obtained an enviable reputation as a pediatric 
radiologist. All practicing radiologists and radiology 
students are confronted with the variability in the 
technics utilized in radiographing children and in 
technics of obtaining cooperation from the infants 


This is not a how-to-be-happy-though-growing- 
older handbook as one might reasonably suppose 
from its title, and from the title of Dr. Gumpert’s 
earlier treatise, “You Are Younger Than You 
Think.” The author now feels that he’s definitely 
left behind the tiresome idealization of youth for 
its own sake implied in such an expression. Of 


418 pages, illustrated. 1950, Charles C Thomas, Springfield, Illinois. $8.50. 


& CHILDREN’S RADIOGRAPHIC TECHNIC - - - 


By Forrest E. Shurtleff, R.T., The -Children’s Medical Center, Boston. 80 
pages with 32 illustrations and 41 tables. 1951, Lea & Febiger, Philadelphia. 


®» THE ANATOMY OF HAPPINESS - - - 


By Martin Gumpert, M.D. 310 pages. 1951, McGraw-Hill Book Company, 
Inc., New York, London & Toronto. $3.50. 


ference table justifies due comment and opinion. 

Each chapter is documented with the experimen. 
tal and clinical evidence for the conclusions reach- 
ed. Many references are available for those who 
wish to pursue any problem further. 

Of special interest is the discussion of the poten- 
tial substitutes for picumarot® and heparin. Also 
there is a complete coverage of articles on the ac- 
celerator globulins and a summary of the present 
status of tests for hypercoagulability. Other features 
are the discussions of long-term anticoagulant ther- 
apy and of the methods more commonly used in 
the laboratory, both for heparin and dicumarol and 
for circulating anticoagulants. 

R. J. W. 


and children. This excellent text defines in detail the 
various methods used at the Boston City Children’s 
Hospital. There is excellent illustrative material, 
and the methods of preparation and procedures are 
adequately described. 

As an appendix, detailed charts of the standard 
positions and the radiologic factors used at this 
hospital are excellently recorded. This book should 
be owned by every radiologist and by every x-ray 
technician. They will find it of great aid to refer 
to this authoritative material for factors which have 
been proved successful in radiographing children. 
J. F. 


course his friends still rally him on his preoccupa- 
tion with the very dubious delights of getting old, 
even going so far as to suggest a future volume to 
be entitled “How To Be Happy When Dying.” 
They assure him that the undertakers alone would 
provide an enthusiastic buying public! 

(Continued on page A-62) 
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It also has a way with cough— it reduces the frequency 
and severity of cough while increasing its productivity. 


DROP DOSAGE DIATUSSIN’s high concentration and 


prolonged action mean effective cough control 
with smaller, less frequent doses. Two to four drops 


do the work of spoonfuls of syrup. 


easy-to-take, 
non-narcotic cough control 
DROP DOSAGE DIATUSSIN is both well tolerated 
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But behind his gentle smile, thoughtful Martin 
Gumpert sticks to analyzing the facts of the mat- 
ter. The population of this country is growing 
older at what is, according to previous calculations, 
an abnormally rapid rate. Infant mortality is excep- 
tionally low, childhood diseases are being ever 
more successfully controlled, the killers of middle- 
aged folk are being gradually conquered by the 
new wonder drugs. But of what use to prolong 
our years if neither usefulness, respect nor happi- 
ness makes them worth the living? Unlike China, 
where the elders are venerated, or even France 
where their wisdom is valued, this country glorifies 
youth and neglects its oldsters. It provides an un- 
happy, even hostile environment for life’s closing 
years. Dr. Gumpert is ready with suggestions about 
housing, medical care, the utilization of skills and 
ability. 

In spite of such thought-provoking discussions 
Dr. Gumpert’s main emphasis is on the individual 
and his unending quest for personal happiness. 
Being a doctor he very sensibly regards the prob- 
lem as a medical one rather than religious or 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our will be reviewed more 
extensively. 


Internal Medicine; Its Theory and Practice. Originally 
edited by John H. Musser, B.S., M.D., F.A.C.P., Late Pro- 
fessor of Medicine, Tulane University of Louisiana, School 
of Medicine, New Orleans, Louisiana. Fifth Edition edited 
by Michael G. Wohl, M.D., F.A.C.P., Associate Professor of 
Medicine, Temple University School of Medicine; Chief 
of Nutrition Clinic, Philadelphia General Hospital; Chief 
of Endocrine Clinic, Temple University Hospital, Philadel- 
phia. With 80 contributors. 1,563 pages with 236 illustra- 
tions and 10 colored plates. 1951, Lea & Febiger, Philadel- 
phia. $15.00. 


Your Blood Pressure and You. By George Halperin, 
M.D., Chicago. 94 pages. 1951, Brownlee and Shaw, Chi- 
cago. $1.00. 


An Atlas of Normal Radiographic Anatomy. By 
Isadore Meschan, M.A., M.D., Professor and Head of the 
Department of Radiology, University of Arkansas School of 
Medicine. With the assistance of R.M.F. Farrer-Meschan, 
M.B., B.S. (Melbourne, Australia). 593 pages with 1,044 
illustrations on 362 figures. 1951, W. B. Saunders Com- 
pany, Philadelphia & London. $15.00. 


Psychosomatic Gynecology: Including Problems of 
Obstetrical Care. By William S. Kroger, M.D., Assistant 
Clinical Professor of Obstetrics and Gynecology, Chicago 
Medical School; and S. Charles Freed, M.D., Adjunct in 
Medicine, Mount Zion Hospital, San Francisco, California. 
503 pages. 1951, W. B. Saunders Company, Philadelphia & 
London. $8.00. 


Fractures, Dislocations and Sprains. By John Albert 
Key, B.S., M.D., Clinical Professor of Orthopedic Surgery, 
Washington University School of Medicine; Associate Sur- 
geon, Barnes, Children’s and Jewish Hospitals, St. Louis, 
Missouri, and H. Earle Conwell, M.D., F.A.C.S., Associate 
Professor of Orthopedic Surgery, University of Alabama 
School of Medicine; Chief of the Orthopedic Service, South 
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philosophic. He reiterates that there is no doubt 
that man can learn how to be happy; for a funda- 
mental tenet of the gentle doctor’s formula is that 
illusions must be destroyed, and facts—uncom- 
promising, stubborn, brutal though they may be— 
put in their place. And having once faced things 
as they are, one sets to work on them with what 
the author calls the Tools of Happiness. Among 
them he lists the banishment of fear, the balance 
of loss and gain, and the tremendous power of 
knowledge, of hope and of love. He even adds the 
saving grace of believing in miracles, and lest a 
scornful critic accuse him of contradicting himself, 
he carefully explains that his own life today is 
indeed a modern miracle. 

It was a miracle that had to be not only recog- 
nized when it happened, but—as Dr. Gumpert 
rather quaintly puts it—“solicited” to happen. And 
the same qualities of courage, intelligence and 
initiative must be actively used to achieve the 
healthy and constructive kind of happiness late in 
life toward which he points the way. 

L. C. D. 


Highland Infirmary; Consulting Orthopedic Surgeon to 

Carraway Methodist Hospital and Baptist Hospitals; Attend- 

ing Orthopedic Surgeon, Children’s Hospital, Jefferson-Hill- 

man Hospital, East End Memorial Hospital, and St. Vin- 

cent’s Hospital, Birmingham, Alabama. Ed. 5. 1,232 pages 

= 1,195 figures. 1951, C. V. Mosby Company, St. Louis. 
16.00. 


Clinical Sonnets. By Merrill Moore, M.D. 72 pages. 
1951, Twayne Publishers, Inc., New York. $2.50. 


The Autobiography of William Carlos Williams. 
402 pages. 1951, Random House, New York. $3.75. 


Clinical Laboratory Diagnosis. By Samuel A. Levin- 
son, M.S., M.D., Ph.D., Director of Laboratories, University 
of Illinois Research and Educational Hospitals, Chicago; 
Professor of Pathology, University of Illinois College of 
Medicine, and Robert P. MacFate, Ch.E., M.S., Ph.D., Chief, 
Bureau of Laboratories, Department of Health, City of Chi- 
cago; Assistant Professor of Pathology, University of Illinois 
College of Medicine, Chicago. Ed. 4. 1,146 pages with 221 
illustrations and 13 plates, 10 in color. 1951, Lea & Febiger, 
Philadelphia. $12.00. 


Liver Disease; A Ciba Foundation Symposium. 
Proceedings of the Symposium held in London under the 
auspices of the Ciba Foundation: Consulting Editor, Sheila 
Sherlock, M.D., F.R.C.P.; Editor for the Ciba Foundation, 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch. 249 
pages with 112 illustrations and 35 tables. 1951, The 
Blakiston Company, Philadelphia, New York & Toronto. 
$5.00. 


Rosenau’s Preventive Medicine and Hygiene. By 
Kenneth F. Maxcy, M.D., Dr. P.H., Professor of Epidemi- 
ology, The Johns Hopkins University School of Hygiene 
and Public Health. Ed. 7. 1500 pages with 131 illustrations. 
1951, Appleton-Century-Crofts, Inc., New York. $14.00. 


Infant Care. By staff members of the Children’s Bureau, 
principally Mrs. Marion L. Faegre, parent educator, and 
Dr. Alice Chenoweth, pediatric consultant. Ed. 9. Available 
from the Government Printing Office, Washington, D.C. 


$0.20. 
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New Drugs and Instruments 


Information published in this department has been sup- 
plied by the manufacturers of the products described. 


AMERICAINE AEROSOL SPRAY TOPICAL 
ANESTHETIC 


purpose: Relief for burns, sunburn and wide areas of 
itching and surface pain. 

COMPOSITION: The anesthetic agent is AMERICAINE 
Liguip®, which contains 20 per cent dissolved ben- 
zocaine with oxyquinoline benzoate, in a bland, 
water-soluble vehicle. 

DOSAGE AND ADMINISTRATION: Merely point the nozzle 
at the top of the container at the surface to be spray- 
ed and press the button. This releases a fine mist 
spray, by means of which wide areas can be covered 
in a few seconds. 

HOW suUPPLIED: In 11 oz. dispensers containing 4 oz. 
Americaine Liquid and 7 oz. inert propellent which 
volatilizes immediately upon exposure to air. 

propucer: Americaine, Inc., Evanston, III. 


ODI-LATE TABLETS 


purpose: Choleretic-antispasmodic. 
composition: Each tablet contains: 


Homatropine methylbromide .. 1.2 mg. (1/50 gr.) 


Extract ox bile 60 mg. (1 gr.) 
Nitroglycerin 0.12 mg. (1/500 gr.) 
Magnesium sulfate 0.3 gm. (5 gr.) 


INDICATIONS FOR USE: Partial obstruction of the common 
bile duct due to small calculi or spasm; as antispas- 
modic for relief of spastic gastrointestinal and uri- 
nary tracts. 

DOSAGE AND ADMINISTRATION: Adults, 
three times daily before meals. 

How suppLieD: Bottles of 100 and 1000 tablets. 

propucer: Warren-Teed Products Co., Columbus, Ohio. 


1 or 2 tablets 


SEDORZYL 


purpose: Relief of respiratory congestion. 
composition: Each teaspoonful (5 cc.) contains: 


Phenobarbital Ye gr. 
ORGANIDIN® 10 minims* 
Ephedrine sulfate gr 
Benzyl alcohol 1 minim 
Alcohol 3-5 per cent 


INDICATIONS FOR USE: Symptomatic treatment of mild 
asthma, allergic seizures, hay fever, chest colds, tra- 
cheitis and bronchitis. 

DOSAGE AND ADMINISTRATION: Recommended adult dose 
is 1 teaspoonful every two to four hours. Children, 
proportionately less. 

HOW supPPLIED: Pint bottles. 

propucer: Henry K. Wampole & Co., 
phia, Pa. 


*lodine organically combined by reaction with glycerin; 10 minims 
contains % gr. of iodine. 


Inc., Philadel- 


BELL-THOMPSON RULE FOR SPOT 
SCANOGRAPHY 


DESCRIPTION: The rule (40” by 6” by 1/64”) is taped 
down to the midline of the x-ray table and the 
patient's limb immobilized upon it. Progressive spots 
are then exposed at the hip, knee and ankle, with 
suitable blockers over the 11” by 14” cassette in the 
undertable Bucky tray. Centimeter readings on the 
rule appear superimposed on the film. Since neither 
limb nor rule has moved, accurate measurements are 
easily determined. Comparison with the other limb 
is facilitated by radiographing it in the same way 
on the second half of the 11” by 14” film. 

propucer: Picker X-Ray Corporation, New York, N. Y. 


SYRUP LUMBRICIDE 


purpose: Vermifuge for roundworms. 
coMPosITION: Each 5 cc. teaspoonful represents: 


2-2/3 gr. (0.16 gm.) 
Frangula . 1-1/3 gr. mg.) 
Senna 1-1/3 gr. (80 mg.) 


DOSAGE AND ADMINISTRATION: Adults—4 _ teaspoonsful 
every three hours for three doses only. Repeat same 
dosage daily for three days. Should never be given 
on an empty stomach. Avoid fats and oils. Saline 
laxative may be given one hour after last daily 
dose. Children—According to age. 

HOW SUPPLIED: Pint and gallon bottles. 

propucer: The S. E. Massengill Co., Bristol, Tenn. 

(Continued on page A-70) 
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office... 


sick people 


need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


25,000 U.S.P. units 


Vitamin A (synthetic) 1.000 U.S.P. units 


Vitamin D 

Thiamine Mononitrate 
Riboflavin 
Niacinamide 

Ascorbic Acid 


Bottles of 30, 100 and 1,000. 


“THERAGRAN’ IS A TRADEMARK OF E.R. SQUIBS & SONS. 


New Drugs and Instruments 


BOLSEY MODEL B CAMERA 


DESCRIPTION: New camera unit incorporates Bolsey B 
Special 35 mm. close-up camera, specially designed 
built-in strobo light and system of “range frames.” 
The strobo light source is a small ring-shaped tube 
of 1%” diameter cozcentric with the camera lens 
and closely surrounding it, giving a shadowless shaft- 
like illumination which penetrates cavities of the 
human body, surgical incisions and mechanical de- 
vices. Its daylight quality light permits use of day- 
light color film. 

A set of frames covering various areas ranging from 
approximately 14” by 2” to 5%” by 8” and larger 
are used as complete guides in setting the camera 
and shooting. A series of prefocused distances for 
various subject areas are marked on a monorail 
which acts as a frame support, and which holds 
frames rigidly in front of the camera. The operator 
chooses the frame which will cover the desired area 
to be photographed. Camera is completely explosion- 
proof. 

Strong light output combined with semi-wide angle 
lens allows use of very small diaphragm openings. 
Without the strobo light it can be used as a portable 
daylight camera as well as for night flash photog- 
raphy. Additional information on special application 
problems available from: 

propucrr: Bolsey Corp. of America, New York, N.Y. 


ROBALATE 


purpose: Antacid-demulcent. 

composition: Each white compressed tablet contains 
0.5 gm. of dihydroxy aluminum aminoacetate, N.N.R. 

INDICATIONS FOR UsE: In the treatment of peptic ulcer 
and control of gastric hyperacidity. 

HOW sUPPLIED: Boxes of 100 and bottles of 500. 

propucer: A. H. Robins Co., Inc., Richmond, Va. 


Raa: Sa 
. 
in the 
j 
ae 10 mg. 
5 mg. 
150 mg. 
cee 150 mg. 
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HAND STEREOSCOPE 


pEscRIPTION: Low-priced hand stereoscope for medical 
radiology weighs only 4 pounds and occupies only 
one square foot of space. Several persons can view 
one stereo pair at the same time as long as they 
have an unobstructed, undistorted view of the films. 

Permits the radiologist to view stereo pairs wherever 
they are located—in the illuminator, while wet in 
the darkroom, on his desk, or elsewhere. The new 
unit, which employs fixed mirrors and eliminates 
prisms and other mechanism, requires no adjust- 
ment yet provides good image quality. The first set 
of mirrors is faced virtually directly toward the two 
images. Elimination of prisms or other optical com- 
ponents allows each pair of eyes to adjust to their 
own inter-pupillary distance and image fusion. Image 
size may be altered by changing the viewing dis- 
tance. Any size film can be viewed—from 14 by 17 
inches down to 70 mm. photo-roentgen pairs. 

propucer: General Electric Co., X-Ray Dept.. Milwau- 
kee, Wis. 


CHLOROMYCETIN CREAM 


purpose: Smooth, nonirritating cream for topical use. 

cCOMPosITION: Cream incorporates 1 per cent chloram- 
phenicol (Parke-Davis) in a water-miscible oint- 
ment base. 

INDICATIONS FOR Usk: Superficial infections and derma- 
tologic conditions complicated by secondary infec- 
tions such as superficial pyodermas, impetigo, acute 
folliculitis, seborrhea-like streptodermis, infec- 
tious eczematoid dermatitis; also for dressing minor 
surgical wounds. 

HOW sUPPLIED: One-ounce dispensing tubes. 

propucer: Parke, Davis & Company, Detroit, Mich. 

(Continued on page A-72) 


in the home... 


sick people 


need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 
Vitamin D 

Thiamine Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic Acid 


Bottles of 30, 100 and 1000. 


SQUIBB 


“THERAGRAN’ A TRADEMARK OF E. SQUIBB & SONS. 
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K-S DISPOSABLE OXYGEN MASK 


DESCRIPTION: This clear plastic mask is worn by one 
patient and then discarded, thus eliminating dan- 
gers of cross infection and need for sterilization 
processes. Seams are heat-sealed and a pliable metal 
“conforming strip” holds the mask securely without 
undue pressure and reduces oxygen escape to a 
minimum. It provides wide nostril opening and a 
special porting arrangement prevents accumulation 
of carbon dioxide. Unaffected by normal atmos- 
pheric and temperature changes, the mask can be 
stored indefinitely before use and may be used with 
any oxygen therapy system. Mask folds to fit a 
standard business-size envelope. 

HOW suUPPLIED: Boxes of 50. Further information may 
be obtained from: 

propucer: Ohio Chemical and Surgical Equipment 
Co., Madison, Wis. 


BEMOTINIC CAPSULES 


PURPOSE: Hematinic therapy. 
CoMPosITION: Each capsule contains: 


Ferrous sulfate exsiccated . .. 200 mg. (3 gr.) 
Vitamin v.s.P. (crystalline) .. meg. 
Gastric mucosa (dried) ....... .. 100 mg. 
Desiccated liver substance, N.F. ..... 100 mg. 
. .0.67 mg. 
Thiamine hydrochloride (B,) ...... 10mg. 
Vitamin C (ascorbic acid) ...... .. 50mg. 


INDICATIONS FOR USE: In treatment of iron deficiency 
and macrocytic anemias. 

HOW SUPPLIED: Bottles of 100 and 1000. 

Propucer: Ayerst, McKenna & Harrison, New York, 

N.Y 


NO. 50 HINGE-KRAFT CASE 


DESCRIPTION: Designed to accommodate today’s larger 
styles of rimless and semi-rimless mountings, this 
case is now available in Colonial Grain in a variety 
of dual-tone combinations and solid colors. The cover 
is in ivory while pockets are made in black, red, 
blue, green or tan. The case is available also in 
solid colors: black, red, green, blue, ivory and tan. 
All cases are velveteen-lined. 

propuceR: American Optical Co., Southbridge, Mass. 


New Drugs and Instruments 


New products approved for inclusion in this department but for which space 


STERILWRAP 


purpose: Sterile pack wrap for autoclaving. 

DESCRIPTION: Cloth-like crepe material specially treated 
to insure high wet strength and full steam penetra- 
tion. It will not stiffen or crack and goods wrapped 
in it can be sterilized under the same autoclaving 
conditions used with textile wraps. Designed pri- 
marily as disposable wraps to be used once and dis- 
carded, Sterilwraps may be used several times with 
safety as proved by culture tests. 

HOW suPPLIED: Available in sheet: of various sizes, in 
glove envelopes, envelope cases and tubing for wrap- 
ping such items as catheters. New heat resistant rub- 
ber bands eliminate use of safety-pins. Further in- 
formation is available from: 

propucerR: Meinecke & Company, Inc., New York, N. Y. 


PHENERGAN 
(Phenergan Hydrochloride) 


purpose: Antihistaminic agent for relief of allergic 
conditions. 

INDICATIONS FOR USE: Hay fever, urticaria (hives) and 
presence of other ailments known to respond to anti- 
histaminic treatment. 

cauTION: Drowsiness is the only side effect which has 
been observed to any significant extent; however, in 
cases of marked pruritus this can be turned to ad- 
vantage by administration of the dosage at bedtime. 

DOSAGE AND ADMINISTRATION: Bedtime dosage is usually 
2 tablets of 12.5 mg. each. In cases where it is neces- 
sary to administer additional dosage during the day 
a fraction of the full bedtime dose may be given. 

propucer: Wyeth Incorporated, Philadelphia, Pa. 


CHLORESIUM TABLET 


purpose: Control of mouth, breath and body odors. 

DESCRIPTION: Lozenge-type tablets containing highly 
concentrated, purified water-soluble chlorophyll in 
its most active and palatable form, permitting pro- 
longed retention in the mouth and thus insuring 
elimination of mouth odors for extended periods. 
Saliva acts as a buffer and prevents inactivation by 
acid gastric juice. 

propucer: Rystan Company, Inc., Mt. Vernon, N. Y. 


is not available this month are listed below. Detailed descriptions of these drugs 


Antabuse (Ayerst, McKenna & Harrison) 
Artificial Heart and Lung Machine (Vanton Pump Co.) 
Aureomycin Surgical Powder (Lederle Labs.) 

Bluban (E. L. Patch Co.) 

Compenamine (C.S.C. Pharmaceuticals) 

Cumopyrin (Abbott Labs.) 

Duo-Mone Aquasuspension (Testagar & Co.) 

“Lite-Mite” General Utility Lamp (Stocker & Yale) 
Nephenalin (Thos. Leeming & Co.) 

Nisentil Hydrochloride—new package size (Hoffmann-La 
Roche) 


and instruments will be printed in subsequent issues. 


Poyaliver (Testagar & Co.) 

Poya-Plex (Testagar & Co.) 

Propasa Tablets (Sharp & Dohme) 

Publication: “Heart Size Measurements in Children” (Picker 
X-Ray) 

Redicyte (Sharp & Dohme) 

Talk-A-Phone CL Series (Talk-A-Phone Co.) 

Thenylene Expectorant (Abbott Labs.) 

Tyrotrace Ointment (Sharp & Dohme) 

Welsh Electrode (Bowen and Co.) 
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Mental Depression 


accompanied by Nervous Tension 


By elevating the mood, Syntil helps achieve a less worrisome attitude—which in 
turn relieves aggravation of the organic condition. 


Syntil—a carefully balanced combination of central stimu- 
lant and “daytime” sedative— 
Syntil relieves depression... 
—with the central nervous stimulation of Syndrox® Hydro- 
chloride (Methamphetamine Hydrochloride, McNeil) 
Syntil reduces nervous tension... 


—with the steadying influence of Butisol® Sodium (Buta- 
barbital Sodium, McNeil) 


Each scored yellow tablet contains: 
Syndrox® Hydrochloride 2.5 mg. 
Butisol® Sodium 15 mg. (4 gr.) 
SUGGESTED DOSAGE: 


One tablet with meals three times a day. Caution: Use only 
as directed. 


Tablets Syntil are supplied in bottles of 100 and 1000. Sam- 
ples on request. 


LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 


*Traodemark 


Sept. 22—Oslo. At the Grand 
Hotel. The weather cold and no 
heat available until after October 
1. In the great square a carnival 
for the benefit of the Red Cross 
with hot dogs, Coca-Colas and 
wheels of fortune. To tour the city 
seeing the great fields for sports, 
the barracks left by the Germans 
now used as rest homes and sana- 
toriums, and the model housing, 
about the best in the world. The 
great city hall rivals modernistical- 
ly the magnificence of that of 
Stockholm. A modern high school 
offers a mural depicting the prog- 
ress of science that could stand a 
half-day’s study. Sunday afternoon 
almost everybody out walking to 
the top of the mountain, a pleasant 
jaunt of six or eight miles. Ration- 
ing is rigid for clothing and tex- 
tiles, and there are strict rules 
about motor cars, while the econ- 
omy forbids expensive meats and 
fruits. 

Here one sees the Viking ships, 
the original vessel used by Amund- 
sen and his chest of medical sup- 
plies, and the raft, Kon-Tiki, used 
by Thor Heyerdahl. What a hardy 
and courageous people! The mira- 


“Oud-Bussem,” a convalescent hos- 
pital for children. This home in 
Amsterdam formerly was occupied by 
Hermann Goering. 


cle of Oslo is the Vigeland statues 
—a sculptor’s brain fashioning 
through his hands the majesty of 
man’s evolution. For tea with the 
Gundersons whose daughter re- 
sides here and then to dine on 
fish—Norwegian style. About 70 
per cent of the population are cov- 
ered by health insurance which 
includes treatment, hospitalization 
and sick benefits. All Norway is 
preparing for the winter sports of 
the Olympics and the great ski 
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Personal Diary 

and Observations on 
Medical Life 

by MoRRIS FISHBEIN, M.D. 


jump is ready for the candidates 
for fractures. 

Sept. 24—Amsterdam. The 
comfort of the Amstel hotel—and 
hors d’oeuvres of the Europa—the 
gourmet delights of Diekke and 
Thieme—dinners with Woerde- 
mans, Landshoffs, Landsbergers, 
Warrens—antique shops and ex- 
citing book stores—Delft china and 
cheeses. With Dr. van Creveld and 
his lady and his assistant Dr. 
Seng from Indonesia to a palatial 
home once occupied by Goering 
and now known as “oud-Bussem,” 
a convalescent hospital for 60 to 
100 children with rheumatic fever, 
nephrosis or anemias, who delight 
in the marble baths, the tiled 
kitchens, the beautiful park and 
pools and gardens. The ribald, fat 
Hermann would probably chuckle 
at the thought of the present uses 
of this Holland home. All the days 
spent in considering the problems 
of Excerpta Medica. 

Sept. 28—Paris. Day after day 
at the desk and the Dictaphone. 
At night strolling the boulevards 
with Mistress Pepys who shops 
along the Faubourg Ste. Honore. 
The International Society of Sur- 
gery meets and Dallas Phemister 
is decorated with the Legion of 
Honor. Surgical teaching by tele- 
vision captivates great audiences. 
To the home of Professor Debré 
for dinner with Dr. Salazar de 
Sousa from Lisbon, Dr. Mande of 
the French Pediatric Society, Dr. 
Etienne Bernard, and Dr. Malmé- 
jac who will head the new medical 
college in Algiers. On Sunday to 
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Versailles where thousands milled 
about the palaces and the gardens. 
Our guide, a little man a little 
hoarse, found it difficult to speak 
against the stentorian lecturing of 
the public guides. “I cannot talk,” 
he said, pointing to the public 
guide. “This man is screaming 
like foolish.” What an apt phrase 
to describe the pre-election utter- 
ances of American candidates! 


Oct. 3—Rome. On Air France 
one gets a wonderful lunch sup- 
plemented with wines and bran- 
dies. To dine on pasta at Alfredo’s 
who rolls noodles with butter and 
cheese like an artist working at a 
painting. To shop along the via 
Condotti, the via del Corso and 
the via Sistina. Borsalino hats, 
woolen goods, potteries, jewels 
and art treasures. With a guide, 
viewing the art treasures of the 
Vatican, the Pantheon, the Moses 
of Michelangelo, and the Colos- 
seum, now being converted for a 
symphony concert. To lunch on 
ravioli at the Ristorante Roma. 
Along the Appian Way and out 
to Castle Gondolfo where Pope 
Pius gave a great audience and 
spoke personally to the Interna- 
tional Society of Hematology, and 
the little children, and the sol- 
diers, and the sisters, chatting 
familiarly in English, Italian, 
French, Spanish, Portuguese, 
Dutch and German. A. saintly 
human figure! October 4 being 
Mistress Pepys’ birthday, dined 
pleasantly and presented her with 
a portfolio of drawings and paint- 
ings by Marie Laurencin and some 
baubles for personal decoration. 

Oct. 6—Florence. At the Excel- 
sior with a room overlooking the 
Arno and the Ponte Vecchio and 
the Pitti palace like the painting 
by Vidar that hangs above my 
desk. Again to see the art treasures 
of this great historical city and to 
see the assembly hall where Hitler 
met Mussolini, now used for the 
county council. To shop for leather 
goods, Luti and Misura and gloves 
at Manco. At dinner come upon 
Dr. Hugo Freund and his lady 
from Detroit. 

Oct. 8—Venice. By train and 
gondola to the Royal Danieli. St. 
Mark’s square with the campanile 

(Continued on page A-86) 
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The 
problem 


of 
Intestinal Stasis 


The physician finds in treating intestinal stasis that the patient 
has usually “doctored” himself for years with cathartics or ene- 
mas; his bowel habits may be bad; he is often convinced that not 
constipation but “something else” is wrong. 

Despite these handicaps to therapy, the patient can be convinced 
that his condition is correctible, even where it has existed for 
years. But first he must accept the idea that he is being offered 
neither a “quick cure” nor mere temporary relief; that the goal 
of therapy is correction. 


As corrective therapy, Cellothyl affords special advantage for it 
acts to rectify several common, often co-existing factors: 


of proper consistency 


inspissation ... by retaining water 


by assuring soft, moist, easily passed stools. 


Normal, well-formed stools usually begin to appear in 3 to 4 
days. However, bowel function improves markedly only when 
therapy is continued until Cellothyl’s peristalsis-stimulating bulk 
achieves intestinal regularity. 


Where an anticonstipation regimen is required, a simplified 
program is available in a small leaflet entitled “7 Rules for 7 
Days”. After outlining the faulty habits which cause intestinal 
dysfunction—poor diet, delayed defecation, etc.—it presents 7 
simple rules to be followed for at least 7 days. To obtain copies: 
write “7 Rules” on a prescription blank and forward to Chilcott 
Laboratories, Morris Plains, New Jersey. ‘ 


BRAND OF 
® METHYLCELLULOSE 
ESPECIALLY PREPARED 
THE 


CHILCOTT PROCESS 


Available: Cellothyl Tablets (0.5 Gram) 
in bottles of 100,500 and 5000. 


Cellothyl Granules, for pediatric use, 
in bottles of 25 and 100 Grams. 


CHILCoTT 
Liboratoried— «The Maltine Company 


MORRIS PLAINS. NEW JERSEY 
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Left to right, seated: Dr. Mayer- 
Kaupp, Heidelberg—Springer; Pro- 
fessor H. Opitz, Heidelberg—German 
Pediatric Association; Professor A. 
Moncrieff, London—British and 
Canadian Pediatric Association; Dr. 
Morris Fishbein, Chicago—World 
Medical Association, Excerpta Medi- 
ca; Madame Masse, Paris—Editor of 
Courrier; Professor C. Cocchi, Flor- 
ence, Italy—Italian Pediatric Society; 
Dr. J. Howard Jones, Geneva— 
World Health Organization. 


and the lion and the pigeons and 
the clock of a hundred wonders. 
To see again the glassmakers at 
Pauli’s and the lace weavers at 
Jesurum. To dine at the Pilsen 
where Mr. Stella is host. In a gon- 
dola to tour the canals. Pointing 
to a beautiful edifice, the guide 
says: “I live here, Lord Byron.” 
And again, “I live here, Barbara 
Hutton,” and “I live here, Rich- 
ard Wagner,” and so on with a 
startling impact each time at this 
extraordinary locution. To tour the 
ancient palace of the doges. In the 
great hall their portraits form a 
border near the ceiling. Says the 
guide: “There were 120 doges in 
all.” But Mistress Pepys com- 
ments: “I counted; there are only 
75 portraits.” The guide is stun- 
ned. “Lady,” he says, “I have taken 
thousands of people through this 
palace; you are the first who ever 
counted the doges. In the next 
room I show you the other 45.” 
Then to the prisons and reminded 
of Byron, writing: “I stood upon 
the Bridge of Sighs; a palace and 
a prison on each side.” And here 
was the box where informers 


Dr. Pepys’ Pages 


Standing: J. E. Holmstrom, Paris— 
UNESCO; Dr. E. Kjellberg, Geneva 
—World Health Organization; Dr. 
Otto Leuch, Zurich—World Medical 
Association; Professor E. Fanconi, 
Zurich—Secretary International Pedi- 
atric Association; Dr. R. Mande, 
Paris—International Children’s Cen- 
tre and French Pediatric Association; 
E. K. G. Landsberger, Amsterdam— 
Excerpta Medica; Dr. J. Bosch Marin, 
Madrid—Spanish Pediatric Associa- 
tion. 


placed their accusations in the 
lion’s mouth. How little do men 
change from century to century! 
By the sight-seeing bus to Fiesole 
above the city. A fat Texan climb- 
ed aboard and said to his little 
wife: “I've seen my last art gal- 
lery. Here I sit till we get back to 
the hotel.” But he didn’t. 

Oct. 10—By the night train to 
Lausanne and en route Frank Hoy 
of the Hotel Sherman was robbed 
of three cameras and all his film 
and two overcoats as the train pull- 
ed into Brescia. A woman came 
into our compartment as the train 
left Venice and asked us in Ger- 
man to watch her baggage while 
she went to the diner. We did. 
Then when she returned I asked 
her to watch my baggage while we 
went to the diner. “Oh, no,” she 
said, “they take the diner off 
now.” At 2:00 a.M. at Lausanne 
met by a car from the Beau Rivage 
and soon asleep in a glorious room 
overlooking the lake. 

Oct. 11—Geneva. To the Hotel 
du Rhone and at noon come Dr. 
Biraud of W.H.O. to talk of the 
epidemiology of poliomyelitis. Late 


in the afternoon by train to Zurich 
and at 9:30 to the Kinderspital 
for the first meeting of the confer- 
ence on bibliography of pediatrics. 

Oct. 12—Zurich. For three days 
meeting with Professor Fanconi 
and the pediatricians: Cocchi from 
Florence; Marin of Madrid; Mon- 
crieff of London; Mande of Paris; 
Opitz of Heidelberg, and the pub- 
lishers, Madame Masse, Courrier; 
Landsberger, Excerpta Medica; 
Mayer-Kaupp, Springer; also 
Leuch, and from W.H.O., Jones 
and others from UNICEF and 
UNESCO. In the evenings to dine 
with Fanconi at Saffran, and with 
Leuchs at Dolder. On Sunday to 
ride with Fanconi and his lady 
high in the mountains to see a 
hospital made from an old Kneipp 
cure institute, for the treatment of 
children convalescing from _polio- 
myelitis and whooping cough. A 
case of dermatomyositis apparent- 
ly recovering and no one knew 
how or why. Here were children 
from Egypt, Argentina and Italy. 
At noon to dine with Alexander 
and his lady and Richard and then 
by plane to Paris. 

t. 14—Paris. Still more last 
minute shopping and dining at 
Lou Castelet’s with the Meyers 
who make the wonderful clocks 
and with the doctor who has just 
conducted the International Con- 
gress on Light Therapy. 

Oct. 16—Cherbourg and to the 
QUEEN Mary. All the week read- 
ing and writing and seeing movies 
including James Mason in “The 
Desert Fox,” which seems a per- 
verted use of the dramatic technic. 
To cocktails with the Carl Owens, 
he having headed the multiple 
sclerosis foundation, and with the 
Helms, he being head of the 
Chemical National Bank. Also sat 
at the table of Staff Engineer Cap- 
tain G. B. Davidson along with 
Mr. Charles Roman of the Royal 
Mutual Insurance Company and 
the Crawfords from Sidney in 
Australia. To cocktails with Dr. 
John B. Grant of the Rockefeller 
Foundation and discussed medical 
services and education in Formosa 
and Indonesia. 

(Continued on page A-88) 


: 
‘ 
q 
4 
A-86 


NAVAL HOSPITAL fx 


William C. Marsh, Commander (MC) 
U.S.N. in a currently published paper,' 
“Treatment of Herpes Zoster With Prota- 
mide,” which is now available to physi- 
cians as a reprint, presents these findings: 
An ampul of Protamide was administered 
intramuscularly daily to thirty-one cases 
of herpes zoster. 
Of the thirty-one cases—twenty-six were 
relieved of pain in twenty-four hours to four 
days. Four cases required longer treatment 
for complete relief. In only one case was 
pain relief incomplete. (This case may have 
presented post-herpetic neuralgia, as pain 
was present for five weeks treat- 
ment. More prolonged therapy 
is indicated in such cases.) 


ROTAMIDE... Confirmed 


IN CLINICAL TESTS AT BETHESDA 


HERPES ZOSTER 


and crusts disappear much more rapidly 
than in untreated cases. 

“The advantages of Protamide are the 
simplicity and absence of pain in admin- 
istration, lack of reactions, and its 
apparent safety." 

Additional clinical data on the dramatic 
results obtained with Protamide in the 
treatment of Herpes Zoster and the 
relief of the lightning pains and ataxia 
of Tabes Dorsalis will be furnished 
physician on request. 

‘U.S. Armed Forces Med. Journal, September, 1950 


“The relief of pain was superier 
to that obtained when using 
either pituitrin, , thiamine chlor- 


SHERMAN LABORS” AT ORIES 


ROIT 15, MICHIGAN 
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Oct. 21—In New York with a 
longshoremen’s strike but Mr. 
John Kersch and Mark Soroko 
were there and we were off the 
pier and in the Waldorf in 20 
minutes, which seems like a rec- 
ord. In the afternoon to dine at 
Lindy’s and at night to the home 
of Chuck Rhein to play at gin 
with Phil Spitalny and won a 
small interest in the female band. 

Oct. 22—To confer with Mil- 
ton Runyon at Doubleday and 
then with Herbert West at 
BBD&O and at night with Herb 
Mayes to Christ Cella’s for steaks. 
~ Oct. 23—With H. Kiesewetter, 
Main, Dailey, Howard Sumner, 
and some others to confer and to 
lunch. In the afternoon come Basil 
O'Connor and Stanley Henwood. 
Then with the Van Ripers to Le 
Pavillon where the food is better 
than in Paris and after that to see 
a Kinescope of a proposed educa- 
tional television show sponsored 
by the New York County Medical 
Society. Howard Rusk and Van 
Riper discuss polio and old Pepys 
ventured some opinions as did also 
Bob Potter, Farrell the publisher, 
Murray and many more. 

Oct. 24—Early to Scarsdale to 


she Medical Muse 


THE LITTLE BLACK BAG 


The little black bag 
Is in truth quite capacious; 
Though it bulge and it sag, 
It is most efficacious. 


It holds in its maw 
Many vials and boxes, 
Rubber tubing, a saw, 


And a fresh change of soxes, 


A hypo (and spare), 


And a bandage for bleeding... 


Yes, everything's there— 


Except what you're needing. 


Dr. Pepys’ Pages 


visit Milton Lasdon recuperating 
from illness and discussing Europe 
and anesthetics with Jack Lasdon 
en route. Thereafter to meet Wil- 
bur Craft of Merck, and then 
come Harry Berk of Warwick and 
Legler. In the evening to dine at 
the Behrmans with Alfred Lyons, 
Greenwalds, Crindler of “21” and 
some folks from Bermuda, and 
played at gin and didn’t do so 
well while the rest played at poker 
including everything wild, espe- 
cially the players. 

Oct. 25—Until noon the Blaki- 
ston-Doubleday conference and 
thereafter to luncheon with Laura 
Runyon and Mistress Pepys in the 
Empire Room. Next come Sarnoff 
and Ralph Beebe with a new book 
and then Morton Robbins and 
Rogoff to talk of the Israel Medi- 
cal Association, and then Mark 
Soroko. With him to dine at Lin- 
dy’s. Saw Lindy and congratu- 
lated him on the great numbers 
waiting for seats. “You must be 
making a fortune,” I said. “Yes,” 
he answered, “but I have a part- 
ner.” “Who's that?” I asked. 
“Uncle Sam!” he answered. And 
haven't we all. So took fourteen 
bucks at gin rummy and departed 


on the Pennsylvania for Washing- 
ton, D.C. 

Oct. 26—To breakfast at the 
Mayflower come Professor Woer- 
deman and then with him to meet 
all the Honorary Consultants at 
the Army Medical Library— 
Chauncey Leake, San Larkey, 
Tom Keys, Col. Rogers, Gen. 
Hays, Krumbhaar, Henry Viets, 
Col. Jones and many more. So 
discussed problems of indexing 
and had lunch and then to the 
meeting at the Hotel Willard for 
historical papers and a discussion 
with Ravdin of the new building 
for the army library. Next with 
Norman Topping to drive out to 
Bethesda to see the buildings of 
the great medical center and for 
refreshments with Mrs. Topping. 
To dine at the Willard where old 
Pepys was “master of toasts” as 
Woerdeman said, and told a few 
anecdotes and chatted with Gen- 
erals Streit and Hays and their 
ladies, and then introduced Pro- 
fessor Sunderlin, deputy chief of 
the National Science Foundation 
who spoke of the future of science 
libraries. Thereafter with Norman 
Topping to the airport and ar- 
rived home at 4:00 A.M. 


RICHARD ARMOUR 


IS THERE A DOCTOR IN THE 


HOUSE? 


The college prot with Ph.D. 
Called “Mr.” is a sad one. 

He’s never lost a patient, though, 
Because he’s never had one. 


The preacher is, perhaps, D.D. 
A pious man of God, he’s. 


A-88 


But though he’s called a doctor too, 
His field is souls, not bodies. 


It’s “doctor” that they call them all, 
Yes, every one of them. 

The M.D. though’s the only one 
They call at three A.M. 
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INCORPORATED 


ADVANTAGES: 


More potent 
antibiotic action 


Wider antibacterial 
Spectrum 


Effective Oral 


Levels 


PONDETS 


contain 
BOTH PENICILLIN 
and 
BACITRACIN 


In a delicious hard 
candy base that 
completely masks 
antibiotic taste. 


Penicillin and bacitracin exhibit true 
synergism.!.2 


Organisms with little or “borderline” 
sensitivity to either antibiotic alone, are 
often readily susceptible to this com- 
bination. 


Lasting at least one-half hour in most 
patients. 


1. Eagle, H., and Fleischman, R.: Proc. Soc. Exper. 
Biol. & Med. 68:415, 1948 


2. Bachman, M.C.: J. Clin. Invest. 28 :864, 1949 


In each troche: 20,000 units Crystalline Potas- 
sium Penicillin-G, and 50 units Bacitracin. 


PONDETS 


PENICILLIN-BACITRACIN TROCHES WYETH 


SUPPLIED: Vacuum-packed tins of 48 troches. 


Wigetl PHILADELPHIA 2, PA. 
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For men distraught by the climacteric 
PERANDREN 


can almost surely promise reltef 


Werner states: “One can almost surely promise a climacteric 
patient relief from his symptoms, and a feeling of well-being, by 
treatment with the proper dosages of testosterone.’’! 

Injections of Perandren facilitate rapid and sustained control of 
nervousness, fatigue, mood changes, decreased potency and the 
other common symptoms of failing gonadal function. 2/1676M 


1. Werner, A. A.: Postgraduate Medicine: 4:102 (Aug.) 1948. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
Perandren® (brand of testosterone propionate) 


cach ce: contalakag 16, 24, $6 or 100 mg., of Land 6. 
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